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THIS COMPLETE 


WELCH ALLYN 
RECTAL SET 


fills every need of 
specialist or GP 
The importance of complete rectal 


examination to detect possibly pre- 
cancerous lesions or abnormalities 










is now widely recognized, and more and more 
physicians are equipping themselves with 
rectal instruments. General practitioners are 
learning what proctologists have long known: 
that Welch Allyn rectals are superbly de- 


signed and made for efficient diagnosis and treatment, 
ease of use and durability. A particular favorite is this 
No. 318 set, priced at $169.50, whose contents are shown 


in detail below. No. 318A, with built-in aspirator $179.50. 














No. 308 sigmoidoscope, No. 300 proctoscope and 
No. 304 infant proctoscope, distally illuminated 
for brilliant, glare-free field of view, with tapered 
and curved obturator tips for easy passage. 





No. 342 biopsy punch, a well balanced, stainless 
steel instrument. No. 317 rectal probe and No. 
319 rectal hook. 


a | 


No. 280 medium anoscope, with brilliant, shadow- 
free illumination, offset obturator handle. No. 700 
large battery handle, with rheostat control, a de- 
pendable source of current for all Welch Allyn 
instruments. 


. = BUILT-IN ASPIRATOR = 


Bs ¥ BUILT-IN STOPCOCK FITTING 
“™ DETACHABLE STOPCOCK 
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Welch Allyn sigmoidoscopes are available at 
$10.00 extra per instrument with built-in aspirator 
tube for smoke removal, complete with stopcock 
as shown in exploded view, above. 


Set No. 318 also includes inflating bulb and cord (for attachment to 
battery handle, battery box or transformer) and extra lamps. Smaller 
Welch Allyn rectal sets are also available, and individual instruments 


may be purchased separately. 


WRITE FOR COMPLETE RECTAL CATALOG, OR ASK YOUR WELCH ALLYN DEALER 


WELCH ALLYN, Inc. Skaneateles Falls, N. Y. 
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LETTERS 
TO THE EDITOR 





International Book of 
Gastroenterology 

The first Intemational Book of Gastro- 
enterology is in the process of prepara- 
tion under the auspices of important 
Spanish, French, American and English 
editors and writers. This text covers the 
digestive tract completely, and will in- 
clude sections on Proctology, including 
Ambulatory Proctology. 

Each section will be written by an au- 
thority in his field. Although different 
schools of thought will be represented, the 
editorial policy will correlate the various 
contributions. 


This important work will be published 
in several languages, and will help to cor- 
relate developments in this field in the 
various countries. 

Suggestions for the development of this 
work will be welcomed by the Board of 
Editors. 

The answers to the following questions 
would assist the Editorial Board in pre- 
paring a clinically useful text: 








—Concluded on page 340 





Painless Rectal Surgory! 


Freedom from pain is the goal of the proctologist. 
RECTOCAINE offers freedom from pain both before and 


after surgery! 


RECTOCAINE permits immediate ambulation 
(Ambulatory Proctology—Cantor} 


RECTOCAINE may be used in hospital or office to treat or 


prevent pain! 


RECTOCAINE. offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice 
Boxes of 6, 25 or 100, 5 c.c. sterile ampoules 


Also in ointment or suppositories 


C. F. KIRK CO., 521 West 23rd Street, New York 11, N.Y, U.S.A 
SAMPLES AND LITERATURE ON REQUEST 
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Management of 


Tumors of 


The Anus 


In a statistical study performed by the 
senior author at Memorial Hospital on 
19,129 neoplasms 16,565 malignant tu- 
mors were noted. In breaking these down, 
tumors of the anus composed 0.58 per 
cent of all gastrointestiinal tumors. The 
average age (48 years) of the patients 
with carcinoma of the anus was five years 
younger than the average age of subjects 
with carcinoma of the rectum proper. 
Carcinoma of the anus is the youngest 
group among all the regional distributions 
of epidermoid carcinoma. Three-fifths of 
the cases were males and the youngest 
manw as 20 years of age. 

A lesion as superficial as an anal can- 
cer should be easily recognized, identi- 
fied and appropriate treatment planned 
when it is still in an early stage. The 
most neglected cases are those radiation 
cancers which have developed in anal and 
peri-anal skin of patients unwisely treated 
with lightly filtered x-ray for pruritus ani. 
The fissured, hyperkeratotic peri-anal skin 
of chronic radiation dermatitis is so fa- 
miliar to the patient that he may not per- 
ceive the insidious imposition of cancer 
on this basis. 

Malignant Melanomas Of 1,190 
cases of malignant melanoma studied, 19 
or 1.6% were located in the ano-rectal 
mucosa. 

The malignant melanoma of the anus 
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GEORGE T. PACK, M.D.* 
JAMES C. BALDWIN, M.D.* 
New York, N. Y. 


with its bluish-black soft masses, has fre- 
quently been confused with thrombotic 
hemorrhoids and unfortunately has been 
treated sometimes by hemorrhoidectomy. 
(Fig. I). Such surgical trauma, plus the 
trauma of defecation, exerts an unfavor- 
able influence by precipitating metastases 
from this most dangerous cancer. 

Anal Epitheliomas The manage- 
ment of cancers of the anus is distinctly 
a different problem from the treatment of 
cancers of the rectum. The majority of 
the anal cancers are squamous cell epi- 
dermoid carcinomas. They differ in their 
origin, their histologic structure, their be- 
havior and in the requisites for curative 
therapy. We know of no other malignant 
tumor in which such great disparity ex- 
ists in the method of treatment, depending 
on the state of the disease, as is true for 
epitheliomas of the anus. This tumor 
should be recognized very early by the 
patient, because of the extremely sensi- 
tive part of the anatomy in which it de- 
velops. It is incomprehensible that in such 
patients it is permitted to progress to an 
advanced stage before proper treatment is 
instituted. 

There are two popular types of treat- 
ment for cancer of the anus and these will 
be taken up separately, dealing first with 


* From the Pack Medical Group, New York, N. Y. 
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radiation therapy. We are of the opinion 
that radiation therapy should be limited 
to three types of anal lesions: 

1. The early papillary type, not invasive 
and of low degree of malignancy. 

2. The far advanced lesions wherein 
surgery has been performed and local re- 
currences have developed. In this situ- 
ation irradiation is employed either alone 
or as a supplement to surgical therapy. 

3. Sweat gland cancers occurring in the 
peri-anal skin are infrequent. They may 
be treated by either method. There is per- 
haps a fourth indication which is with the 
thought of converting an inoperable lesion 
to one that is resectable. 

In the early papillary type which is 
not deeply infiltrating, radiation therapy 
can be applied as a radium plaque or by 
fractionated doses of low voltage, short 
distance or contact x-ray therapy, with 
light filtration and double-tipped cone 
placement. X-ray and radium treatments 
of small early carcinomas of the anus in 
the aged or infirm patients, is highly 
successful if accurately given and if care- 
ful case selection is employed. Of course 
the premise that lymph node metastases 
have not yet occurred is of primary im- 
portance, 

It is not the most pleasant experience 
in the world to have x-rays or radium ap- 
plied to such a sensitive region as the 
anus and yet the individual cherishes a 
functional anus, as well he should, and 
agrees to tolerate the temporary unpleas- 
antness in order to conserve this rela- 
tively important organ. 

The epithelium of the anal canal does 
not tolerate irradiation well. The skin may 
become blistered during irradiation with 
superficial infection, the formation of fis- 
sures and associated spasm of the rectal 
sphincter—all contributing to a most dis- 
tressing experience for the patient. We 
have found that if the epithelioma does 
not actually invade deeply within the anus, 
it is proper manually to over-dilate the 
anal canal in order to stretch and even 


tear the sphincter to prevent the un- 
pleasant tenesmus. After the irradiation 
has been completed and the reaction is 
slow in healing, as often occurs, we have 
again dilated the anus quite vigorously 
under sodium pentothal anesthesia and 
by so doing have been able to induce 
or permit healing to occur rapidly in this 
irradiated tissue. 

The choice of modalities of radiation 
therapy can be one of four or a combina- 
tion thereof: 

A. External irradiation around the pel- 
vis with x-ray therapy. These treatments 
employ the usual pelvic ports plus the 
perineal field and are usually indicated 
only when palliation is desired for an 
inoperable and metastatic anal cancer. 

B. Interstitial gold radon seeds placed 
at the base of small tumors in association 
often with endotherm removal. If gold 
radon seeds contain 2 millicuries each and 
are placed in triangular arrangement, 1.5 
cm. apart, every portion of the plane or 
tumor base will receive at least 10 skin 
erythema units, which is a cancericidal 
dose. 

C. Insertion of special radium applica- 
tors using proper filtration to protect the 
normal tissues. 

D. Low voltage contact therapy using 
the Chaoul or Philips apparatus. (Fig. 2). 

The time factor in the Chaoul roentgen 
therapy, as with high voltage therapy, is 
of great importance. For this reason, frac- 
tionated dosage of 400 to 500 roentgen 
units are usually applied daily. The total 
dose depends on the location and the size 
of the cancer. The depth dose, curve and 
the roentgen output per minute depends on 
the target skin-distance. The value of the 
total dose depends upon the size of the 
fields and the intensity of the individual 
dose. The important and significant fac- 
tor, however, is the desired effect. 

The anode which measures 214 em. in 


Presented at the Fifth Annual Convention, Inter- 
national Academy of Proctology, May 28-31, 1953, 
New York City. 
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Fig. I. Bluish, black lesion of the anus re- 
sembling hemorrhoids, proved to be melanoma. 


diameter may be placed in direct contact 
with the cancer. Cones are applicators 
whose inner diameter measures 214 cm. 
which may be placed over the anode- 
bearing tube. By the use of these cones, 
the target-skin distance may be altered 
from 0 to 3 cm. or 5 cm. 

The Philips apparatus has a similar low 
voltage, 50 KV, short distance, x-ray ma- 
chine with a different quantitative output 
but with similar principles of application. 
The Chaoul apparatus functions at 60 KV. 

















Fig. 3A. Curved semi-lunar Czerny incision ex- 
tending from anterior, superior iliac spines. 
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Fig. 2. Low-voltage contact therapy (the 
Chaoul apparatus). 


The apparatus used by the authors de- 
livers on contact application, 800 r per 
minute with a cone giving 3 cm. distance, 
88 r per minute and with a 5 cm. target- 
skin-distance, 36 r per minute. These val- 
ues have been obtained through calibra- 
tions with an ionization chamber. The 
cones used at a target-skin-distance of 3 
and 5 cm. are of varying size and shaped 
to fit the particular cancer to be treated. 
Cones with the terminal aperture greater 
than the diameter of the target, taper 
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Fig. 3B. Peritoneal incision showing structures 
isolated in abdomino-perineal resection. 
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down to the target size. When a super- 
ficial effect is desired, cones are not used 
and the contact application is made. The 
metal dise at the end of the tube is placed 
directly against the tumor. The cones de- 
signed to give target-skin-distances of 3 
or 5 cm. are used when the cancer is 
deeper or thicker and greater penetration 
of the x-ray beam is desired. The total 
dose ranges from 6,000 to 8,000 r units. 

The cancer receiving the fractionated 
doses is kept under constant observation 
to note the amount of regression. Treat- 
ment must be individualized in order to 
treat carcinomas successfully. The reac- 
tion of the skin and the mucous mem- 
brane resulting from exposure to contact 
low-voltage x-ray therapy is similar to 
that due to high-voltage x-ray therapy. 
As soon as epidermal lysis is observed, 
treatment is usually discontinued. The 
skin reaction is the biological indicator 
and the r unit is the physical indicator. 

As an example of the practical value 
of these combined principles, we shall men- 
tion the case of a patient who came to us 
with a fixed cancer of the rectum, inoper- 
able and impossible to remove surgically. 
He was treated by irradiation, employing 
the combination of external, super-voltage 
irradiation through a pelvic cycle. A per- 
ineal port with intermediate voltage was 
used and this was supplemented by inter- 
stitial irradiation. Three months later the 
tumor was removable and an abdomino- 
perineal rectal resection was performed 
on this man. He is living and well now 
some 13 years later. 

There was another case of a 23 year old 
pregnant woman who was treated for anal 
epithelioma in a large municipal medical 
center. A biopsy was reported as epider- 
moid carcinoma. Therapeutic abortion was 
done and she was then told an abdomino- 
perineal rectal resection was necessary. 
Doctor James Ewing examined the biopsy 
at the time and was of the opinion that 
radiation therapy might be tried. The pa- 
tient was referred to us and received a 


very intensive dose of irradiation employ- 


ing a combination of x-ray and radium 
therapy. The severe radiation reaction 
took over two months to heal from the 
blistering and superficial infection. The 
formation of fissures and associated spasm 
of the sphincter required anesthesia and 
manual over-dilatation on several occa- 
sions to prevent the severe tenesmus. This 
woman is living and well now some 12 
years since the treatment. She has an 
intact rectum, normal bowel movements 
and has had two children since that time. 

Surgical Treatment If an epitheli- 
oma or melanoma of the anus does in- 
filtrate deeply, if it is encroaching upon 
the sphincter as sometimes happens, if it 
has metastasized, which it may do in one 
or two directions, then radical surgical 
treatment is indicated. The surgical treat- 
ment of epidermoid carcinomas and mela- 
nomas of the anus is even more radical 
than obtains for the average carcinoma of 
the rectum. This is because the anal can- 
cer is abundantly supplied with lym- 
phatics which drain into the medial su- 
perficial inguinal nodes so that often one 
finds metastases in inguinal nodes from 
anal cancers. 
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Fig. 4. Schematic drawing of skin removed in 
performance of the bilateral groin dissection 
in continuity in the female. 
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Carcinoma of the rectum does not me- 
tastasize to the groin ordinarily until it 
first extends downward to involve the anal 
canal. Infiltrating carcinomas and mela- 
nomas of the anal canal therefore require 
groin dissections as well as removal of 
the anal canal. The scope of such an op- 
eration encompasses an abdomino-perineal 
resection with pelvic dissection of the iliac 
and obturator nodes and at the same 
seance and in continuity with the ano- 
rectal specimen, the major portion of the 
vulva, if a female, is removed, plus a bi- 
lateral groin dissection. The inguinal and 
femoral nodes are removed in continuity 
with the specimen including the interven- 
ing lymphatics in the skin and subcutane- 
ous tissue. 

If the patient is a male the same op- 
erative technique applies, with a liberal 
sacrifice of peri-anal and scrotal skin in 
continuity. The skin between the anus 
and the groin should be widely excised. 
All metastasizing cancer cells do not pass 
unerringly through these lymphatics to the 
lymph nodes to be filtered out without 
any of them stopping en route. When- 
ever separate operations have been at- 
tempted, that is, sep- 
arate groin  dissec- 
tions independent of 
the ano-rectal resec- 
tion, recurrence is 
almost always the 
rule because of in- 
terruption of the lym- 
phatic pathways. 

The modern sur- 
gical treatment of 
cancers, that is, epi 
theliomas and malig- 
nant melanomas of 
the anus, is deter- 
mined by the extent 
of the disease from 
infiltration or by the 
modern concepts of 
lymphatic drainage 
of this area. We do 
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with inset 
closed. 





Fig. 5. Same as Fig. 4, male, 


showing 


not need to go into the details of such 
lymphatic drainage, but suffice it to say 
that the primary spread to the medial su- 
perficial inguinal nodes is most important. 
that 
malignant tumors of the anus may metas- 


In summary, we should mention 
tasize not only into the inguinal nodes, 


but also into the ano-rectal nodes of 
Gerota and further upwards to the iliac 
and obturator nodes. The degree of infil- 
tration of the sphincter muscle and the 
involvement of adjacent organs and struc- 
tures is likewise of inestimable value in 
determining the operability and choice of 
surgical procedures to be carried out. 

The surgical treatment of cancer of the 
anus can be divided into four major surgi- 
cal procedures: 

1. The 


resection 


Miles abdomino-peri- 
wide 


classical 
neal of the colon with 
perineal excision. 

2. Pelvic evisceration wherein involve- 
ment of other oragns such as the male 
urethra or bladder base has occurred. 

3. A combination of operations includ- 
ing: 

A. Abdomino-perineal rectal resection. 

B. Bilateral iliac and obturator node 





incision 
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dissection. 
C. Bilateral groin dissection in con- 
tinuity. 


It is this last method of therapy which 
we would like to enlarge upon at this time, 
as we are sure you are fully familiar with 
the other procedures. 

The principles of this procedure en- 
compass the principles of dissection in 
continuity, the of Sir 
Miles for the radical removal of the pel- 


concepts Ernest 
vic colon, rectum and anus along with 
this tissue, and includes the mesentery of 
the colon and peri-rectal tissues; and the 
principles of groin dissection with removal 
of the posterior portion of the vuiva or 
the lower half of the scrotum as outlined 
by Basset. To all of this is added the dis- 
section of the nodes around the iliac ves- 
sels from the abdominal approach. 

As to technique, the abdomen is opened 
in either of two ways. 

1. By the Czerny incision which gives 
excellent exposure for pelvic dissection. 
(Fig. 3 (a) ) 

2. The lower abdominal midline incision 
from the pubis upwards to the left of 
the umbilicus. The Miles procedure is 
then utilized by first incising the peri- 





Fig. 6A. Incision closed, drain in perineum, 
catheter in urethra and lakia repaired. 


toneum along either side of the mesentery 
of the sigmoid into the pelvis and around 
anterior to the rectum in the recto-vesicle 
or recto-ulterine pouch at the peritoneal 
fold. 


gated down to and including the superior 


The sigmoidal vessels are then li- 
=) 


hemorrhoidal arteries. Direct lateral open- 
ings are then made in the — peritoneum 
from the pelvic pouch. (Fig. 3 (b)) The 
ureters are located as they cross the ex- 
ternal iliac arteries just beyond the _ bi- 
furcation of the common iliac arteries and 
descend in the pelvis :~ front of the in- 


The 


ureters are raised and supported with um- 


ternal iliac or hypogastric arteries. 


bilical tape or soft Penrose drains. From 
the point of aortic bifurcation the fatty 
tissues containing the lymph nodes are 
then cleaved from the common iliac ves- 
sels down to the hypogastric vessels and 
from the external iliac vessels until they 
disappear beneath the conjoined tendon. 
When completed the common internal and 
external iliac vessels are stripped clean, 
occasionally removing a portion of the 
adventitia with the vessels themselves. 
The only bleeding is an occasional small 
vessel running to the nodes in that region. 
This procedure is carried out bilaterally. 





Fig. 6B. Gross specimen. 
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At the same time the obturator nodes 
are likewise removed, care being taken to 
protect the obturator nerve and the obtu- 
rator artery and vein. 

The Miles technique for abdomino-peri- 
neal resection of the colon is carefully 
followed in freeing up the rectum deep 
into the pelvis. After transection of the 
colon, at the desired level, and in placing 
the lowermost portion below the _ peri- 
toneum, reperitonealization of the pelvic 
floor is carried out in the usual manner. 
Here chromic +00 continuous suture is 
used for this closure with the rest of the 
technique being totally silk throughout. 
The abdomen is closed with the colostomy 
being brought out in either of three 
places: 

1. Through the umbilicus after an ex- 
cision of a small circular portion of the 
skin and deep tissues including the peri- 
toneum. 

2. Through a separate left rectus split- 
muscle incision. 


Fig. 7A. Colostomy in central portion of in- 
cision, through-and-through drains in inguinal 
incisions, and drain in perineum. 
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3. At the central portion of the ab- 
dominal incision. We usually prefer the 
last named. The patient is then re- 
prepared and redraped for the inguineal 
excision and dissection in continuity with 
the legs spread, knees flexed and feet to- 
gether. The incision is then outlined ac- 
curately using the following landmarks. 

Superiorly from the anterior-superior 
iliac spine downwards and medially as a 
convex ‘curve to the spine of the pubis. 
The upper incision then descends pos- 
teriorly lateral to the labia majora, but 
including the posterior portion and then 
along the superior edge of the fourchette 
where it connects with the upper incision 
of the opposite side. The inferior margin 
curves downwards and medially as a con- 
cave curve to the medial border of the 
anterior thigh. It descends posteriorly. 
slightly lateral to the medial incision and 
around the anus, likewise to connect with 
the opposite side. (Fig. 4) It has been 
found advisable in our experience to carry 





Fig. 7B. Gross specimen. 
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the incision merely through the skin and 
skin Lahey 
clamps or Adair breast hooks. The mar- 


then apply drapes using 
gins are then lifted at right angles and 
the skin flaps dissected to include as much 
subcutaneous fatty tissue as possible. The 
superficial fatty tissue is cleaned from 
above from the fascia of the external 
oblique down to the inguinal ligament. 
Inferiorly the deep fascia of the leg is 
included in the The long 


saphenous vein and its tributaries are 


specimen. 


included in the specimen. Again a clean 
dissection of the femoral vessels is in- 
cluded up to its disappearance in the 
femoral canal, below, and beneath the con- 
This procedure is 


Once the dissec- 


joined tendon above. 
carried out bilaterally. 
tion is completed to the region of the in- 
ferior portion of the labia majora which 
is included in the dissection, the upper 
portion of the skin incision is closed. The 
silk technique is also used here. 

The third stage of the procedure now 
remains. The patient is placed in the 
lithotomy position and the region of the 
perineum and anus prepared and redraped 
as for the perineal portion of the Miles 
procedure. The routine perineal dissection 
of the anus is carried out with a removal 
of the inferior portion of the labia majora 
or of the scrotum. (Fig. 5) Here is the 
only portion where catgut technique is 
followed. We have always closed the peri- 
neal portion leaving three Penrose drains 
in place within the concavity of the sa- 
crum. Bilaterally drains are 
placed in the region of the inguinal canal 
to remove collected serum or two catheters 


Penrose 


are placed in this region and connected 
to suction. 
During the 
exercised to maintain adequate blood re- 
placement. Postoperative care includes the 
regulation of the fluid balance again with 
the replacement of blood to counteract the 
loss by serum drainage. Routine post- 
operative care of the abdomino-perimeal 
Early 


procedure care must be 


resection of the colon is followed 


ambulation is practiced by us in all cases. 

We would like to bring to your attention 
now a case report of Mr. M. M., a 43 
year old Brazilian, who was admitted with 
a four-week history of intermittent bloody 
diarrhea. There was no associated cramp- 
ing or other gastro-intestinal complaints. 
The patient was a well developed well 
nourished white male whose abnormal 
findings were limited to the rectal region 
where an ulcerating defect encroaching 
upon and involving the anal sphincter 
was found. It was movable and a biopsy 
at this time proved to be a carcinoma of 
the ano-rectal canal. At operation the 
above procedure was carried out with an 
abdomino-perineal rectal resection with 
bilateral iliac and obturator node dis- 
section and bilateral groin dissection in 
(Fig. 6 & 7). The patient 
had a very uneventful convalescence and 
was ready to be discharged in 14 days. 
He is now alive and well, without com- 
plaints, one year later. When the patho- 
logical specimen was reviewed, not one, 
but three separate distinct lesions were 
found. One was an epithelioma of the 
anus (epidermoid carcinoma); 2) adeno- 
carcinoma, glandular, of the lower rectum, 
and 3) benign adenomatous polyp of the 
rectal ampulla. 


continuity. 


Now this precedure has been devised not 
only for carcinoma of the anus but also 
melanoma, which is even more prone to 
metastasize not only to the inguinal nodes, 
but also to the deep iliac and obturator 
nodes. Of 19 cases of melanoma of the 
anus reviewed until recently no patient 
has survived. However, we are in hopes 
that this procedure, which has now been 
practiced no more than 1 to 2 years will 
eventually lead to five or ten year cures. 


Conclusion 


1. A discussion of the Management of 
Tumors of the Anus has been made in 
reference to epitheliomas and malignant 
melanomas. 

2. Types 


of radiation therapy and 


304 THE AMERICAN JOURNAL OF PROCTOLOGY 














Bibliography 


1. Chaoul, H.—Strahlentherapie, 53:5202, 1935. 

2. Pack, G. T.—Gallo, J. and Wilkinson, B. F.— 
Roentgen Therapy by the Method of Chaoul; Journal 
of the Medical Society of New Jersey, 36:16-21, 1939. 
Pack, G. T., Gerber, D. M. and pe ga o I. 
surgic: apy wi oP in- M.—End Results in the Treatment o alianant 
° 4. Surgic al therapy with regard ” “ri Melanoma; Annals of Surgery, 136:905-911, 1952. 
dications, procedures with detailed dis- 4, Miles, W. E., Spread of Cancer of the Rectum. 
*LISSI P H "= snes ote Lancet, 203:1218-1219, 1925. 
cussion of the abdomino perineal rectal Se eT nce, ke an Ble, Se 
resection with bilateral iliac and obturator — The Principles of Excision and Dissection in Conti- 
node dissection in continuity with bi- nuity for Primary and Metastatic Melanoma of the 


. ° . ; Skin, Surgery, 17:849-866, 1945. 
lateral groin dissection for anal lesions 6. Gilchrist, R. K. and David, V. C.; A Considera- 
was formulated in detail. 


of application have been dis- 


modes 
cussed particularly with reference to the 
use of the Chaoul and Philips apparatus. 

3. Report of two case histories with 
modes of radiation treatment was given. 3) 


tion of Pathological Factors influencing five year sur- 


5. R . oo ome Mae ° ° vival in radical resection of the large bowel and 
d. Report of a case history in which — cectum for carcinoma. Annals of Surgery, 126:42!- 
438, 1947. 


the above procedure was carried out with 


excellent results to date. Pack Medical Group 


139 E. 36th St. 








Approved Internships and Residencies 


The following services are approved by the Council and the American Board of Proctology. 
Residences in this specialty have been approved without specifying the riumber ot years for 
which they are accredited. The Board will give appropriate credit for training in these hos- 
pitals on an individual basis. 

Hospitals, 12; Assistant Residencies and Residencies, 49 


| 

















Onl °sO 
2 © o| ,> 
oo) Oo +t 
had = | w om at = pee 5 
ai 2 |&,) S| Fez ee 
Name of Hospital Zo s |28| a |e 8 | E— 
VETERANS FEDERAL se S215 2| £ i seiszlae 
ADMINISTRATION Location ChiefofService ££ OS | 42 a |\eeies\ ae 
Veterans Admin. Los Angeles C. Taylor 354, 2,887| 3 2 | | 
Hospital’ | 
NONFEDERAL | | 
Ferguson-Droste-Fer- |Grand Rapids, J. A. Ferguson} 1,638] 8321! 19 9 2 3 |275 
guson Rectal Clinic Mich. | 
& Hospital’ | | 
University of Minne- | Minneapolis, O. H. Wangen-| 1,908| 6,234) 117 | 88 9 oye es 
sota Hospitals’ Minn. steen | 
Mayo Foundation’™ Rochester, R. J. Jackman 824! 18,527 ze | 5 |150 
Minn. 
Millard Fillmore Buffalo, N. Y. H.C. Guess 460 5 5 2 | 1 | 255 
Hospital? 
Youngstown Hospital | Youngstown, P. J. Fuzy 652 76 7 6 | 1 | 125 
Ohio | | 
Allentown Hospital’ |Allentown, Pa. M.S. Kleckner| 707 49 9 4 | 1 | 255 
Jefferson Medical Philadelphia, Pa. T. A. Shallow 507| 1,245] ... a | 1 | 50 
College Hospital’ | 
Temple University Philadelphia, Pa. H. E. Bacon 919| 1,402) 20 10 | 3 50 
Hospital’ 
Pittsburgh Medical Pittsburgh, Pa. K. Zimmerman 534 | 50 
Center’ | 
Baylor University Dallas, Texas C. Rossea 989 119; 4 | 2 gs 
Hospital’ 
Milwaukee County Milwaukee, Wis. A. G. Schutte 238; 1,266 26 6 | 3 | 208.92 
Hospital?* 





Numerical References 


1. Appointments available to women applicants. 
2. Presbyterian Hospital, Woman's Hospital, Pittsburgh Eye and Ear Hospital, Elizabeth 


Steele Magee Hospital, Children's 
Pittsburgh. 


Hospital and Western Psychiatric Institute and Clinic, 


3. Appointments available to graduates of foreign medical schools. 





(Vol. 4, No. 4) DECEMBER 1953 


305 














Injection 


Treatment 


of Hemorrhoids 


Twenty-six Years Experience 


Twenty-six years have elapsed since I 
first began treating hemorrhoids by the 
injection method. This treatment 
hardly known and seldom used at that 
time. However, during this quarter of a 
century the treatment has grown steadily 


was 


in popularity until today the injection 
treatment for hemorrhoids in selected 
cases is used by proctologists, surgeons 
and general practitioners all over the 
world. 

As well as I can recall, there was no 
one using the injection method during 
that early period in Chicago. There was 
only a handful of proctologists in my city, 
and they were using various types and 
methods of surgery for the eradication of 
hemorrhoids. One could learn proctology 
only by visiting proctologic clinics in other 
cities, by reading and by trial and error. 

Aside from acute strangulated and 
thrombotic hemorrhoids, I treated all cases 
by the injection method. It was simple; 
the patients lost no time from work; there 
was no hospitalization and above all the 
treatment was practically painless. The 
method appealed to both the physician 
and the patient. 

However, after three years with the in- 
jection treatment, I began to realize that 
a fair percentage of the cases returned 
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after several months with complete recur- 
rence of their original complaints. I then 
sat down with my patient’s records and 
took stock. 1 found that the cases that 
came to me originally with the complaint 
of bleeding and no prolapse were not re- 
turning with recurrences; but those that 
presented prolapsing hemorrhoids were 
getting only a short period of relief. I 
then became more selective with my cases. 
Those who came in presenting internal 
prolapsing or interno-external hemorrhoids 
were advised to have surgery; as well as 
the strangulated and thrombotic types. 
(Figs. 1, 2, and 3.) 

During this period I experienced two 
cases of serious slough following an ex- 
tensive course of injections, which re- 
quired intensive local and general meas- 
ures to save the patients’ lives. Taking 
stock with these cases I realized that I 
had been trying to relieve prolapse in 
cases which had been prolapsing for years 
and in which the prolapsing hemorrhoid 
had become fibrotic, making it practically 
impossible to alleviate. In my lack of ex- 
perience I had been injecting into areas 
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which were already over-injected and fi- 
brotic. The excess 5% phenol forced into 
the fibrotic area with undue pressure pro- 
duced a necrosis with a resulting slough. 
Since that experience I have treated 
hemorrhoids which were prolapsed only 
with surgery and have never had another 
slough. 

As the years passed my selection of 
cases was based on my past experience. 
I had learned what not to do, as well as 
what to do. Today, after twenty-six years 
of experience with the injection treatment, 
I would estimate that 50% of our cases 
are operated upon and only 50% are 
treated by the injection method. 

The only instruments necessary for the 
injection treatment are a_ Brinkerhoff 
Speculum, 6 inches long; a Brinkerhoff 
Speculum, 4 inches long; a Barr-Shuford 
Speculum, a 5 cc. Luer-Lock Syringe; a 
B.D. hemorrhoidal injection needle and a 
spotlight. (Fig. 4) Other speculae can be 
used, but for the best exposure the author 
has found the above two the most desir- 
able. The advantage of the Brinkerhoff 
is the reflecting surface which inclines in- 
ward, reflecting a splendid light on the 
tissue to be treated. Another advantage is 
the ease with which the Brinkerhoff can be 
introduced. The 6 inch speculum is used 
mainly to start the injection of prolapsed 
mucosa high in the canal. It also finds a 
valuable place in the treatment of obese 
patients with large buttocks. The 4 inch 
speculum is more commonly used than the 
6 inch speculum. The Barr-Shuford is the 
most commonly used of the two types of 
speculae as one can treat several hemor- 
rhoids without removing. the speculum. 

Strength and Purpose of Solu- 
tions Used The purpose of introducing 
an irritating solution into a hemorrhoid 
is to excite a mild chemical inflammation 
sufficient to produce obliteration of the 
varicose veins which constitute a hemor. 
rhoid. In treating prolapse a similar irri- 
tation is set up between the submucosa 
and the muscularis producing a fibrinous 
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exudate which results in adhesion of the 
adjoining parts. The solution, therefore, 
must be strong enough to excite this mild 
degree of sterile chemical inflammation 
and yet not be so strong as to induce lo- 
calized necrosis and slough. In the dis- 
tant past the custom was to use strong 
solutions and produce chemical necrosis 
and slough in order to obtain a good re- 
sult. 
curred too often to make the method safe. 


Necrosis, sloughing and death oc- 


The sloughing method has been abandoned 
and taken 
place. These weaker solutions may require 


weaker solutions have their 
more time and treatment but they are safe 
and will accomplish what they are de- 
signed for. Numerous formulae have been 
tried and advocated, but the two most pop- 
ular and most dependable are 5% quinine 
urea-hydrochloride solution and 5% to 
8% phenol in vegetable oil. The solution 
used by the writer is 5% phenol in Wes- 
son oil. Almond oil, olive oil, cottonseed 
oil and Mazola oil can also be used. 
Preparation of Injection Solution 
5% Phenol in Wesson Oil 
Step #1 
Stock solution (50% phenol in Wesson 
Oil) is made as follows: 
Melt in a hot water bath 1 pound of 
phenol crystals. 
Add an equal amount of pure Wesson 
oil by volume. 
Add to the above 20 gr. of menthol to 
each ounce of the 50-50 solution. 
Step #2 
Take stock solution (50-50) 
Add pure Wesson Oil 
This makes a 5% solution. 
At times the 8% to 10% strengths of the 
above are used, especially if there is ex- 
tensive hemorrhoidal engorgement and 
distension. Also when bleeding continues 
These 


stronger solutions are used only occasion- 


30.00 ce 
270.00 cc 


after the use of a 5% solution. 
ally. 

Anatomical Position of Hemor- 
rhoids Because of the arrangement and 
location of the branches of the superior 
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TYPES OF INTERNAL HEMORRHOIDS 
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FIG. 3 


hemorrhoidal vein, internal hemorrhoids 
are usually found at definite positions in 
the rectum. These positions are the right 
anterior, right posterior and left lateral 
quadrants. (Fig. #5) As many as five sec- 
ondary hemorrhoids may develop between 
the three primary hemorrhoids. A knowl- 
edge of this will aid one in proper selec- 


Infero-Peternal 
Hemorrhoid 


FIG. 2 


Fig. I. Internal prolapsing hemorrhoids are 
one of the types not to be injected. 

Fig. 2. Interno-external hemorrhoids are not 

the type to be injected. 

Fig. 3. Acute thrombotic or integumentary 

hemorrhoids are not the type to be injected. 

Fig. 4. Instruments used by the author for 
the injection treatment of nemorrhoids. 


INSTRUMENTS FOR INJECTING 
HEMORRHOIDS 






«Barr- Shutord 


‘ 


x B-D hemorrhoidal 
\ needle, 


seem oomget 





foce-Luer-lock syringe 


FIG. 4 


tion of hemorrhoids to be injected. 

Technic The patient is placed in any 
desired position preferred by the operator 
such as lithotomy, Sim’s, knee-chest, knee- 
elbow, right or left lateral. The right or 
left lateral, a modified Sim’s, is the most 
comfortable and least embarrassing to the 
patient, and at the same time affords per- 
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Fig. 5. The above shows the usual location of 
primary and secondary hemorrhoids. 


fect access to the parts to be treated. 

In the preferred position the patient is 
instructed to draw both knees up toward 
the chest and the exposed shoulder turned 
slightly away from the operator (Fig. 
#6). This further improves the access- 
ability to the parts to be treated. If the 
nurse is not present the patient can assist 
the doctor by raising one cheek of the 
buttocks. A towel is placed under the 






Fig. 6. The patient is in the modified Sim's 


treatment of hemorrhoids. 
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patient and another covering the buttocks 
and perineum. With the light in position, 
the Barr-Shuford is well lubricated and 
inserted into the rectum. The obturator 
is withdrawn bringing the hemorrhoid into 
view. The speculum is supported with 
one hand and the injection made with 
the other. 

The hemorrhoid selected for treatment 
may or may not be swabbed with a solu- 
tion of equal parts of iodine and alcohol. 
Over a period of 15 years experience the 
writer has tried both ways and his conclu- 
sions are as follows: 

The rectum has an immunity for its 
own bacteria and is capable of protecting 
its tissues against bacterial invasion as it 
does during and after surgery of the rec- 
tum. Secondly, the 5% phenol destroys 
any bacteria that may be passed into the 
hemorrhoid during injection. The less 
preparation for this treatment the less the 
patient is disturbed. The idea of cleansing 
cathartics or enemas prior to the treatment 
is grossly erroneous since both stir up all 
manner of infective material in the colon, 
putting it in an aqueous suspension so 
that it may be easily conveyed to the 
minute break in the mucosa. One should 


Patient lying on side 
Position of patent tor 
examining and treatin 1 
anorectal co 





position found most satisfactory for the injection 
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select the hemorrhoid farthest away from 
the anal verge. The best site for injection 
is the crest of the pile (Fig. #7). Some 
texts advise that the needle be passed well 
into the pile mass, which is incorrect. Do 
not penetrate the pile mass at all. Instead, 
the needle is passed just beneath the mu- 
cous membrane at its crest. By making 
the injection high, the solution is expelled 
slowly until the pile appears distended 
and the blood vessels stand out promi- 
nently on a blanched surface (Fig. #8). 
The needle is held in place for a moment 
or two and then slowly removed. One to 
three cubic centimeters is injected into 
each hemorrhoid. A few drops more or 
less matters little and experience will soon 
teach one when to stop. A whitened 
change in color at the site of injection 
means that the needle has not been in- 
serted beneath the mucous membrane 
(Fig. #9). Remove the needle and select 
another area for injection. 

If one happens to inject more of the 
solution than will be held by the tissue, 
some oozes out and no harm will be done. 
When injected under the mucosa the so- 
lution penetrates the whole hemorrhoidal 
mass (Fig. +7), with the resulting con- 
traction and restored tonicity of the rec- 
tal wall. Usually three hemorrhoids are 
injected at one time. Frequently each in- 
jection of the primary hemorrhoids helps 
to shrink the smaller and adjoining 
hemorrhoids as well. 

It is advisable to inject the bleeding 
hemorrhoids as early as possible, as pa- 
tients desire to be relieved of their symp- 
toms. The injections are made from one 
to three times a week depending on re- 
action, and the patient’s general condition. 

Technic for Prolapse A prolapsing 
hemorrhoid usually involves the mucous 
and submucous layers, in many cases sepa- 
rating itself from the muscular wall, carry- 
ing the venous plexus downward and out- 
ward, with a resulting hemorrhoidal and 
adjoining mucosal prolapse. 

The injection method for prolapse is 
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only concerned with the above described 
condition. Any other form involving the 
entire rectum, as “procidentia recti,” 
is another problem and will not be con- 
sidered in this paper. Also one is to keep 
in mind that this treatment is given only 
to poor surgical risk cases, and those who 
absolutely refuse surgery, with the remin- 
der that relief will be only temporary. 

The technic for this condition is a little 
different. The injections are made along 
with the injection of the hemorrhoids. Be- 
gin the treatment as high up as possible 
in the loosened rectal mucosa. The same 
syringe and needle is used. The special 6 
inch Brinkerhoff Speculum enables the op- 
erator to reach the redundant mucosa a 
good distance above the anus. 

The same 5% phenol in Wesson oil so- 
lution is injected liberally without fear of 
slough, but the solution must go in with- 
out any undue application of pressure. 

In the prolapse technic the solution is 
not deposited just under the mucosa but 
instead, the needle penetrates through the 
mucosa and submucosa and the solution 
is expelled between it and the muscle wall 
(Fig. 410). Repeat the same process in 
the opposite quadrant. Wait several days 
to a week and inject the remaining two 
opposite quadrants. In several more days 
repeat the process a step lower. This al- 
ternating of sites is continued down to 
the area just above the pectinate line. 

The phenol solution thus injected under 
the loose mucosa soon causes a non-pain- 
ful mild irritation with the production of 
a fibrinous exudate which results in ad- 
hesion of the adjoining parts after the 
hyperemia has subsided by resolution. 
There may be some induration, which later 
disappears leaving contraction and ad- 
hesion of loose tissue and a restoration 
of tonicity of the rectal wall. 

Patients are instructed to avoid bowel 
movements for several hours following 
treatment and to prevent bearing down 
at any time. This permits ample time 
for the solution to cause adhesion of the 
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THE INJECTION TREATMENT OF HEMORRHOIDS. 
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Fig. 7. The needle point is inserted just 


through the mucosa at the highest visible point 
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on the hemorrhoid. Do not penetrate 
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Fig. 9. A whitened spot at the site of in- 
jection indicates that the needle is in the 
mucosa instead of through it. If this occurs, 
stop, withdraw the needle and select another 
site for injection. 


Good results 


if the above technic is 


adjacent parts. temporary 
will be obtained 
carried out properly. 
Histo-Pathology Before and 
After Treatment A hemorrhoid is a 
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Fig. 8. The above illustrates the blanched 
appearance of the distended hemorrhoid with 
the blood vessels standing out prominently. 
No more solution is to be injected if sloughs 
are to be avoided. 
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PROLAPSING HEMORRHOIDS 
POINTS OF * * 
WWECTION ie 
BE Tween * if £ 
SUBMWCOSA and ie 
MUSCULAPUS 


+B D- NEEDLE 


Fig. 10. In the injection treatment for pro- 
lapsing hemorrhoids, good temporary results 
will be obtained by the above ceeper technic 
in opposite quadrants and at several levels. 


plexus of many small dilated, valveless 
veins being surrounded by indurated con- 
nective tissue and covered by mucous mem- 
substance 


brane. irritant 


around such a plexus will excite produc- 


Injecting an 
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tive inflammation in the adventitia of the 
vein and in the tissue immediately sur- 
rounding it. This results in a gradual 
phlebitis and peri-phlebitis. The progres- 
sive fibrous connective tissue changes 
(Figs. #11, 12, 13 and 14), that follow, 
induce a steady diminution of the calibre 
of the vein until complete obliteration re- 
sults. The venules are no longer distended 
with blood and as organization proceeds 
the hemorrhoid is converted into a fibrous 
mass of tissue. Thus the hemorrhoid 
plexus of small dilated venules distended 
with blood becomes converted into a solid 
non-vascular mass and obliteration is ac- 
complished. 

Clinical Changes Clinically those 
various changes can be noted. Within a 
few hours following an injection, an in- 
flammatory reaction is evidenced by 
swelling and redness. Little if any heat 
or pain is felt because the inflammation 
is mild, the solution is anesthetic, and 
the injection is made above the sensory 
nerve area. In less than 24 hrs. these 
changes subside, swelling diminishes, and 
in a few days the hemorrhoid begins to 
show evidence of fibrous tissue formation. 
On palpation a cordlike or round scler- 
otic mass is felt directly under the mucous 
membrane. Gradually, in about six to eight 
weeks, the sclerotic mass resolves with a 
restoration of softness and normal tonicity 
of the rectal wall. Hemorrhoids that have 
been bleeding profusely frequently stop 
after the first two or three injections. 

Post Injection Reactions [If the 
proper technic has been used, only a short 
duration of pain of no great severity is 
experienced, and a dull ache which lasts 
about four hours after the injections. This 
can easily be relieved by the administra- 
tion of two aspirin compound tablets im- 
mediately after each treatment, and every 
three to four hours thereafter as long as 
necessary. A hot sitz bath is helpful. The 
injection of fluid with distension of the 
mucosa may at times cause the patient 
to be conscious of a slight sense of full- 
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ness in the rectum. This is only transient, 
does not interfere with bowel action, and 
is complained of only occasionally. 

Selection of Cases Twenty-six years 
experience with the injection treatment of 
hemorrhoids in several clinics and private 
practice has taught the writer what to do, 
as well as what not to do, and which 
hemorrhoids to inject, as well as those 
which do not respond satisfactorily to 
treatment. 

The type of hemorrhoid that responds 
most satisfactorily to the injection method 
is the internal hemorrhoid above the pec- 
tinate line (Fig. #1). The next most sat- 
isfactory is the internal prolapsing type 
without fibrosis which is self reducing. 
Hemorrhoids which prolapsed for years 
and have become fibrotic do not respond 
well to the injection method. The strangu- 
lated prolapsing pile, the skin tag (inte- 
gumentary hemorrhoid), and the throm- 
botic pile should certainly not be injected 
(Figs. #1, 2, and 3). The injection of the 
interno-external hemorrhoid (Fig. #2), 
with its associated skin tag will not give 
good results. 

Don'ts for the Injection Treat- 
ment Some of the things not to do should 
be strictly observed. Don’t inject hemor- 
rhoids in the presence of ano-rectal in- 
fection such as cryptitis, fissure-in-ano, 
fistula, abscess or ulcerative proctitis. The 
proper and safe thing to do is to clear 
up all infection and painful lesions be- 
fore injections are started. Don’t inject 
below the pectinate line. Don’t inject into 
the center of the pile as solution may en- 
ter the circulation. Don’t inject beyond 
visibility as too much solution may be 
injected with resulting slough and hemor- 
rhage. If a white spot appears, stop—as 
the solution is being injected into the mu- 
cosa instead of below the mucosa. It is 
dangerous to force solution into any hem- 
orrhoid. Solution must go in with ease. So- 
lutions injected under pressure may pro- 
duce slough and_ serious hemorrhage. 
Don’t inject any hemorrhoids covered by 
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Fig. 11. Photomicrograph of distended veins 
seen in hemorrhoidal tissue. 





Fig. 13. Three weeks after injection of hemor- 
rhoid note increasing amount of fibrous connec- 
tive tissue and continued contraction of vari- 
cose veins. 
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Fig. 12. One week after injection of hemorrhoid. 
Note fibrous connective infiltration around dis- 
tended veins with beginning contraction, 


Fig. 14. Six weeks after injection of hemor- 


rhoid note marked fibrous 


connective tissue 


infiltration with obliteration and marked dimin- 


ution of varicosed vessels. 
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skin. Don’t promise your patient a_per- 
manent result because hemorrhoids tend 
to recur regardless of -the method used; 
surgical or injection. 

Injection Treatment in Pregnancy 
In pregnancy, constipation and straining 
should be avoided as prophylactic meas- 
ures. If bleeding or prolapse develop dur- 
ing pregnancy and interfere with the pa- 
tient’s normal existence hemorrhoids may 
We 
have used the injection treatment during 
all through the 


be treated by the injection method. 
pregnancy twenty-six 
years with only beneficial results. 


Non-Specific Inflammatory 
Tumors of the Colon 
Non-Specific 
the colon occur everywhere in the colon, 
but more frequently at the sigmoid colon 
(the narrowest area of the bowel.) 
Though the etiology is unknown, there 
probably is an interruption of bowel con- 


inflammatory tumors of 


tinuity from infection, toxin or foreign 
body, resulting in ulceration of the colon. 
Active infection of this ulcerative area 
occurs and extends into the wall of the 
intestine producing a low grade inflam- 
matory that is manifested by 
cellular infiltration and connective tissue 
formation. There are an edematous thick- 
ening of all the layers of the bowel wall, 
a thickening and induration of the mesen- 
tery and pericolic fat and enlarged re- 
gional lymph nodes. Adhesions to sur- 
rounding and 
pseudopolyps, small abscesses and small 
the 


process 


structures are common; 


irregular, superficial ulcerations of 
mucosa may be present. 
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Conclusion 

If cases are properly selected, proper 
solutions used, ordinary antiseptic pre- 
cautions taken, good results can be ex- 
pected. To avoid recurrences patients 
should be seen yearly and new hem- 
orrhoids injected before they become 
large and troublesome. 


A brief resume of the strength and 
purpose of solutions, instruments used, 
technic of injection, histo-pathology of 
the hemorrhoid before and after treat- 
ment, clinical change, post-injection re- 
actions, selection of cases and “what 
not to do’’, has been discussed. 


30 North Michigan Ave. 


In the acute phase of ulcerative colitis 
and regional the symptoms are 
those of any acute intra-abdominal in- 
flammatory condition (pain, fever, nausea, 
vomiting, diarrhea, leucocytosis etc.) In 
In the chronic stages, the symptoms are 
those of any obstructive lesion. 

The final diagnosis is usually made at 
operation or by the pathologist. If the 
acute state is diagnosed before operation. 
the treatment is medical; if recognized at 
operation the treatment is to do nothing or 
do a colostomy proximal to the lesion. 
The treatment of the chronic stage is 
resection. 


ileitis 


A. L. Herring, Jr. reports four cases 
of his own of lesions of this type in the 
Va. Med. Monthly |72:623-629 (1952) ]. 

H.N. 
COMMENT 


This paper points out not only the difficulties 
in diagnosis of these lesions, but also indicates 
that all the non-specific inflammatory tumors 
of the colon may be different manifestations 
of a common pathogenesis. 
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Ravocaine 


Spinal Anesthesia For 


Ano-Rectal Surgery 


A Preliminary Study 


The synthesis of less toxic anesthetic 
agents has been a major goal of organic 
chemists and pharmacologists since the 
introduction of cocaine in 1884. Einhorn 
initiated an intensive study of para-amin- 
obenzoic acid derivatives which resulted 
in the discovery of procaine in 1905 and 
Pontocaine® (tetracaine) in 1931. The 
latter two agents have enjoyed extensive 
use for spinal anesthesia. The 
for newer and better spinal anesthetic 
agents has not ended. The purpose of this 


search 


study was to evaluate a new derivative 
of para-aminobenzoic acid called Ravo- 
caine.* 

Chemistry and Physical Proper- 
fies Ravocaine (WIN 3459-2) is a two 
propoxy derivative of procaine bearing 
the chemical name, 2-diethylaminoethyl 4- 
amino - 2 - propoxybenzoate hydrochloride. 
Its structural formula, as shown in Fig- 
ure I, differs from procaine by having 
a propyloxy group attached to the second 
carbon atom in the benzene ring. 

The Ravocaine hyperbaric solution used 
in this study was supplied in sterile am- 
pules with the following composition: 


Ravocaine monohydro- 0.4% (4 mgm./cc.) 


chloride 
inositol 3.15% 
sodium biphosphate 0.4% 
water q.s. ad. 4.0 cc. 
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The addition of inositol makes the solu- 
tion hyperbaric by giving it a_ specific 
gravity of 1.020 which is almost identical 
with that of a solution containing 0.2% 
tetracaine hydrochloride and six percent 
dextrose. The sodium biphosphate buffer 
maintains the pH at 4.37 and thus pre- 
serves the Ravocaine. 


RAVOCAINE HYDROCHLORIDE 


NHp 
= 0CH,CH,CHg 
C=0 
| 
CoHs 
CH2CHoN HCl 
\ 
Cos 
FIGURE 1 


Pharmacology Nerve block ana 
spinal anesthesia studies in animals, (1, 2) 
as well as nerve blocks in man, (3) in- 


dictate that Ravocaine (2-propoxy pro- 





From the Department of Anesthesia, Veterans Ad- 
ministration Hospital, Hines, Illinois, and the De- 
partment of Surgery (Anesthesiology), University of 
Illinois College of Medicine, Chicago. Published 
with the approval of the Chief Medical Director, 
Veterans Administration. 

*The Ravocaine (formerly called Pravocaine) was 
supplied through the courtesy of Winthrop Stearns Inc. 

Presented at the Fifth Annual Convention, Interna- 
tional Academy of Proctology, May 28-31, 1953, New 
York, Ni ¥. 
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caine) is seven to nine times more potent 
than procaine, and has a duration longer 
than procaine but shorter than Ponto- 
caine. 

Toxicity of a drug is relative and de- 
pends on many factors such as route of 
administration, total 
rate of detoxification or elimination, spe- 
cies, and type of tissue studied. There- 
fore, it is difficult to state a figure for 
the toxicity of Ravocaine until it is com- 
pared to other known agents used in an 
identical technique. 

Acute 
mice (1,4,5) 
Pontocaine and 


concentration, dose, 


intravenous toxicity studies in 
reveal that Ravocaine is as 
toxic as eight to ten 
times as toxic as procaine. Intravenous 


injection of 0.5 to 1 mgm./kg. of Ravo- 


to that obtained with procaine and Ponto- 
caine. (5) 

From laboratory data in Table I, (5). 
Ravocaine is shown to have an intraspinal 
toxicity greater than procaine but less 
than Pontocaine. Although twice as _ir- 
ritating as procaine, Ravocaine is only 
one-sixth as irritating as Pontocaine when 
injected intradermally. (1, 2) 

A comparison of the percent concen- 
tration of these agents injected intrathe- 
cally in man with the data presented indi- 
cated that Ravocaine would be a safe 
agent for spinal anesthesia. 

Method Ravocaine 0.4% 
solution was used for spinal anesthesia 
in 229 males varying from 20 to 75 years 
The doses varied from four milli- 
for saddle block to sixteen milli- 


hyperbaric 


of age. 


























caine to anesthetized dogs is characterized grams 
by a lowering of the blood pressure similar grams for high spinal anesthesia. One 
TABLE | 
Comparison of Procaine, Pontocaine, and Ravocaine Toxicites 
| 3 4 5 6 
Intraspinal Tissue Relative Intrathecal 
Toxicity Irritation Potency % Conc. in 
Conc. Relative Conc. Relative HUMANS 
PAREN Se ches poss als Mee 5% | 5%, | I 2.5-5% 
BOOGIING cide nsios oe eene wwe 1.25% 4 0.4% 12 10 0.2-0.5% 
ROWICOIND: ess t eb oe cates Ya 2.5 “he 2.5 5-7 04% 
TABLE 2 
One hundred Ano-Rectal Operations Performed Under Ravocaine Spinal Anesthesia 
Operation Number Av. Duration 
EROTIC III 9 io 515 ies Se css ak cise S sig wie sew h/Se oes Ss 26 Min. 
Pa RMI TONNY cies 5 6 sc o5.5. eGR Ssies 5 S4uSed acess 1 22 Min. 
PE MEREMIDEEEMU ioe. niotAes rites hiss saws ew aste 13 20 Min. 
PEC RED iris OFS oc. aid.ig LG we Saleublasees aeWalsgsce eee 6 25 Min. 
PE PURE EIS ON isch Ea io Soak oc SASAe RE RSOR AA 4 SOR 15 42 Min. 
TABLE 3 
Duration of Anesthesia in Minutes Observed in 59 Cases 
Extent of Anesthesia SADDLE BLOCK LOW SPINAL 
RN re ee ee aaah SGcis gwen cause eine 4mgm 6 mam. 8 mgm. 10 mgm. 
of LL ey ee Se 45-207 40-195 40-145 55-120 
SPIT ee Gin to 5 ise Wis bd os Bes. 6 0% 95 105 78n 84 
NOR PEPIN ies Gas sisie sade ass oe eh ws 84 91 70 78 
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hundred were ano-rectal operations listed 
in Table 2. 
of longer duration which enabled us to 
observe the response to larger doses as 
well as to more carefully evaluate the 
duration 
Pertinent date were recorded on a spe- 
cial study sheet by the resident perform- 
ing the anesthetic procedure, the recovery 
room nurse, and the anesthesiologist see- 
ing the patient post-operatively. 
Results The onset 
pleasant and rapid. In most cases hypes- 
thesia to pin prick appeared within 30 
to 60 seconds and anesthesia at the de- 


The others were operations 


of anesthesia. 


of anesthesia is 


sired level was achieved within one to 
two minutes after injection. The zone of 
hyperesthesia which occurs frequently with 
Pontocaine and Nupercaine was not ob- 
served with the use of Ravocaine. 

The average time required for fixation 
(cessation of spread) is directly propor- 
tional to the dose and is illustrated in 
Figure 2. When a four-milligram dose 
was injected for a saddle block, fixation 
usually occurred within two minutes, 
whereas with an eight-milligram dose for 
low spinal anesthesia the extent of anes- 
thesia may spread up to an average of 
four minutes. 


AVERAGE TIME FOR FIXATION OF 
RAVOCAINE. 


6 


a SALLI 


MINUTES 


sk 




















12 16 MGMS 


FIGURE 2 


The degree of muscular relaxation as 
evaluated by the surgeon in eighty ano- 
(excluding _ pilonidal 


rectal procedures 
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cystectomy) is graphically illustrated in 


Figure 3. 


DEGREE OF RELAXATION IN 8O 
ANO-RECTAL PROCEDURES. 


PER CENT 











FIGURE 3 


Many times in those with fair or poor 
other than the 
agent was responsible, such as, stricture 
in one case, inadequate duration in one 
case, errors in technique resulting in a 
level of anesthesia too low in 2 cases and 
too high with small doses in 5 cases. If 
these cases were excluded from our calcu- 
lation, then the degree of relaxation would 
be good in 90%. 

The duration of anesthesia in fifty-nine 
closely observed cases was found to be 
longer than procaine but shorter than 
Pontocaine. A longer duration of saddle 
block anesthesia is safely obtained with 
the higher dose of six milligrams but fur- 
ther increase in dosage is attended with a 
longer time for fixation and the risk 


relaxation, some factor 


of levels of anesthesia higher than de- 
sired. These phenomena may also occur 
if more than ten milligrams is used for 
low spinal anesthesia. Although a larger 
dose was injected for low spinal anes- 
thesia, the duration is shorter than saddle 
block anesthesia because a lower concen- 
tration of the agent reaches the higher 
nerve roots. 

The termination of anesthesia is pleas- 
ant as manifested by a rapid return of 
normal sensation and absence of pares- 
thesia or hyperesthesia. This is a distinct 
advantage over other agents in which the 
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return of normal sensation progresses 
slowly and is accompanied by paresthesia 
and _ hyperesthesia. 

The 
which occurred during anesthesia as listed 
in Table 


phenomena) and complications 


4 are no greater than ob- 


served with other agents. 





TABLE 4 

Complications during Ravocaine spinal 
anesthesia for 100 ano-rectal operations 

PERCENT 
AUEBOSONY feck cesc ex henna wsoes 16 
RBBB cl tsk wseirc sees oaicaaienis wa 5 
PRIN ON RNIDCHON | 606 os «0.050 0s 2 
UOINGINERIA, Socc ecib xc ciusis sn beds | 
Inadequate enesthesia ............. 2 
Insufficient duration .............. 2 











Prophylactic vasopressors were adminis- 
tered only to five patients who had a rela- 
tive hypotension on arrival to the operat- 
ing room. Hypotension during anesthesia 
was treated by oxygen inhalation, vaso- 
pressors in eight cases, and five percent 
dextrose in water intravenously in five 
patients. Nausea may be due to hypo- 
tension, position, premedication, or ap- 
prehension and was treated by oxygen 


inhalation and other measures as _indi- 
cated. 
Supplementary local anesthesia was 


necessary in four cases: two with the level 
of anesthesia too low, and two with an 
insufficient duration of forty and eighty- 
five minutes respectively. 

A summary of the postoperative com- 
plications encountered in one hundred 
rectal and non-rectal cases is presented 


in Table 5. 





TABLE 5 
Postoperative complications in 100 cases 
TYPE NUMBER DURATION 
Headache: ......... V1 1-4 days 
Meningismus ...... | " 
BACKBONE 2 2%.6-< <5 2 23." 
iO: {ts eee | | day 
WASTAREND x 35 5. oss5 wie | once 











All the headaches were mild except for 
one patient who had an associated men- 
ingismus characterized by stiffness in the 
neck when he sat up or walked about. 
This 
therapy within three days. Another pa- 
tient backache with his 
headache, both of which were mild and 


patient responded to conservative 


had a lumbar 


disappeared within three days. 

One patient who had a trans-urethral 
resection complained of a backache of 
two days duration but he attributed this 
to lying in bed. 

One patient who had a herniorrhaphy 
complained of a dull aching pain in both 
gluteal areas during the first postopera- 
tive day. Whether this was due to posi- 
tion on the operating table or irritation 
of the drug cannot be definitely stated. 

It is significant that no catheterizations 
were required in the nonurological group. 

There were no deaths and no signs 
of nerve damage such as_ neuralgia, 
neuritis, hypesthesia, hyperesthesia, or 
paralysis. 

Discussion Ravocaine as prepared tor 
spinal anesthesia was found to have the 
desirable characteristics of rapid onset, 
rapid fixation, longer duration than pro- 
caine, and pleasant and rapid return of 
normal sensations. Ease of administration 
advantage since only one 
ampule has to be opened and does not 
require mixing with spinal fluid or dex- 


is another 


trose. 

According to laboratory data presented, 
Ravocaine is theoretically less toxic intra- 
thecally than procaine. However, a larger 
series of cases and passage of time is 


necessary before this statement can be 
corroborated. 

Motor paralysis is not as profound 
using the 0.4% concentration of Ravo- 


caine as is obtained with other agents such 
as procaine and Pontocaine. However, it 
was considered an advantage for the pa- 
tients to have sufficient motor power to 
themselves onto the cart after 
Since this solution is far below 


move 
surgery. 
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its toxic concentration, higher concentra- 
tions are probably safe and no doubt 
would produce a more profound motor 
paralysis. 

For saddle block anesthesia (L,) four 
to six mgm. was found to be the optimum 
dose. Injection should be rapid (one-half 
cc. per second) to insure an equal distri- 
bution of the agent, and the patient should 
not sit up longer than one minute. If 
the injection is slow and the sitting posi- 
tion is maintained too long, the level of 
anesthesia may be too low. 

Low spinal anesthesia to T,, is desir- 


able for pilonidal cystectomy. Eight milli- 
grams is an adequate dose but if a longer 
duration is desired, ten milligrams may 
be used. Injection is performed through 
the third lumbar interspace with the pa- 
tient lying on his side. The patient is 
then immediately placed in the supine 
position for three to five minutes before 
being placed in the prone position. The 
level of hypesthesia should be tested 
every fifteen seconds until the desired 
level is attained because that area of 
hypesthesia is followed by anesthesia 
within one to two minutes. 


Summary 
Ravyocaine, a new local anesthetic procaine and is recommended for oper- 
agent, was used to produce spinal ations up to one hour duration. The 


anesthesia in 229 males from 20 to 76 
years of age. Special emphasis was placed 
on the use of this agent for ano-rectal 
surgery. It has a longer duration than 


rapid onset, rapid fixation, and _ inter- 
mediate duration of Ravocaine are ad- 
vantages especially desirable for ano- 
rectal surgery. 
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Melanin Spots of the Lips, Oral 
Mucosa, and Digits Associated 
with Intestinal Polyposis 

Literature on familial occurrence of 
this coincidence is reviewed by L. F. 
Sherman and A. J. Tenner in Minnesota 
Medicine [35:12 (1952) ]. 

Segmental resection of the jejunum was 
done on a boy aged six for intussusception 
caused by benign polyps. Rectal polyps 
were removed at ages seven and eight. 
Oral and digital melanin spots were noted 
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when a large polyp was removed from the 
descending colon at age thirteen. Another 
rectal adenoma was fulgurated and ileal 
and colonic polyps resected at age fifteen. 
Two more polyps were noted in the in- 
cidentally removed appendix. A sessile 
adenoma of the rectum was fulgurated at 
age sixteen. 

Diligent and repeated search for intes- 
tinal polyps in all patients exhibiting oral 


and digital melanin spots is urged. 
A.H.B. 
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Complete Intestinal 
A Fecalith with Gallstone 


Very seldom is the diagnosis of gallstone 
ileus made preoperatively, but one should 
think of the condition especially in older 
female patients with recurring attacks of 
gallbladder colic. The incidence in females 
is five times greater than in males. Gall- 
stone ileus, as a cause of intestinal obstruc- 
tion, complete or partial, is encountered in 
about .07% of the cases. The pathogenesis 
is usually cholecystitis and pericholecy- 
stitis with adhesions around the gallblad- 
der, and rupturing of the gallbladder duct 
into a nearby viscus. 

The most frequent site for the fistula 
tract is the duodenum, jejunum, stomach, 
ileum or colon. Stones very rarely pass 
through the common duct into the intes- 
tines, and then develop into larger stones 
by collecting fecal material around them 
to increase in size. Large stones are more 
apt to produce obstruction around the liga- 
ment of Treitz and ileocecal valve. The 
stone may be smooth. If it has facets, one 
must investigate the rest of the intestinal 
tract for other stones. 

The diagnosis of gallstone ileus, per se, 
is difficult to make because of the varia- 
tions in diagnostic signs produced by the 
ileus, compared to other conditions where 
the signs are more clearcut. The symp- 
toms vary according to the degree of ob- 
struction and whether complete or incom- 
plete. In complete obstruction, one gets 
cramp-like pains with a flaccid abdomen 
and some distention. Nausea and vomit- 
ing may be present even with a Miller- 


Feealith 


Obstruction Caused by 
Center 


H. A. ZUTRAUEN, M.D. 
E. H. PANASCI, M.D., F.LC.P. 
Rome, N. Y. 


Abbott tube or a Levine tube if the intes- 
tinal obstruction is complete. Jaundice is 
not usually present but it may complicate 
the picture. The patient may give a his- 
tory of frequent attacks of gallbladder 
colic or of having biliary colic for a short 
time. X-rays will seldom show the stone 
on flat plate because gallstones contain 
cholesterol, and about 80% are not radio- 
opaque. The x-ray is of value in many cases 
because of the roentgenological difference 
of a partial or completely obstructed in- 
testine. One can also give a barium enema 
if the stone is lower in the intestinal tract, 
and by indirect visualization of the stone 
one can make the diagnosis. If the stone 
is visualized, one can observe any change 
in the position of the stone in relation to 
the intestine. On rare occasions the use of 
contrast media or air in the biliary tract 
will assist in diagnosis of a fistulous tract. 
In these instances, the tract must still be 
present. 

Treatment of this condition is surgery 
with simple enterotomy and removal of 
the stone. The use of suction and sup- 
portive treatment alone is usually not 
enough, unless the stone is small and can 
pass through the anus. The sooner the pa- 
tient is treated surgically the better the 
chance of survival. The mortality rate of 
gallstone ileus is about 50% and excessive 
delay in relieving the obstruction by sur- 
gery is not good judgment. Intestinal de- 
compression and supportive treatment 
prior to operation is indicated in most 
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cases. The removal of the gallbladder is 
contra-indicated at the time of the ileus 
because of the condition of the patient. 
Rarely is it necessary at a later date to 
close the fistula tract because most of the 
tracts close spontaneously. Only if a cho- 
langitis develops is it necessary to attempt 
to close the fistula tract because of the 
age and general condition of the patients. 


Case Report: 


E.R. female 64 years of age 
Entered hospital 8/19/52 
Discharged 9/5/52 

Patient was first seen by Dr. Hans Zu- 
trauen on 8/19/52 complaining of cramp- 
like pains over the upper abdomen with 
nausea and vomiting of about 14 days dur- 
ation. She had not had a bowel movement 
for about 5 days prior to admission to the 
hospital. She had been constipated for the 
past 5 or 6 years and had been relieved 
by cathartics during this time. There had 
been episodes of nausea and vomiting last- 
ing one or two days with pain over the 
upper lumbar spine for the past 8 months. 
No history of jaundice or distress after 
fatty or fried food consumption. She had 
had some gaseous eructation which she 
attributed to her constipation. She had 
never been told that she had gallbladder 
disease. Patient’s history was otherwise 
negative for any other disease. She had no 
previous surgery. 

Examination revealed a well developed, 
white female, acutely ill, in shock with 
rapid respirations and cold, clammy skin. 
Blood pressure was 80/60, heart rapid and 
fair tones. Patient was vomiting and the 
emesis was fecal in character. The abdo- 
men was slightly distended, yet flaccid. 
It was tender after an increase in peris- 
talsis. Urinalysis: cloudy, amber color 
with acid reaction; specific gravity 1.028; 
albumin 2 plus; sugar negative. Micro- 
scopic examination showed a few white 
blood cells, rare blood cell and two plus 
bacteria. Blood count: R.B.C. 4,400,000; 
W.B.C. 14,000; hemoglobin 11.8 Gm.; col- 
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or index .92; differential: Polymorphonu- 
clears 87%; 
philes 1%; Eosinophiles .1%. 

On 8/20/52 a flat plate of abdomen 
showed numerous dilated gas filled loops 
of small bowel; no definite dilatation seen 
of the colon. Findings are consistent with 


Lymphocytes 11%; Baso- 





Fig. |. Distended loops of small bowel. 





Fig. 2. Small bowel distended near region of 


cecum, 
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a small bowel obstruction, possibly in 
region of cecum. 

On 8/22/52 Barium 
tempted and the barium was seen to fill 


Enema was at- 
the colon to the region of the mid-descend- 
ing colon with no obstruction. Dilated, 
gas-filled loops of small bowel are still 
visible. This is consistent with small bowel 
obstruction. The dilated small bowel ap- 
pears to be near the cecum. 

The patient was operated on 8/23/52 
under spinal anesthesia. A right para- 
median incision was made above the um- 
bilicus. The small bowel above the fecalith 
was markedly distended, but there were no 
adhesions anywhere in the abdominal cav- 
ity. A normal size gallbladder was pal- 
pated and no stones were felt. There did 
not appear to be any perforations from the 
gallbladder. The fecalith found was about 
the size of a small egg, and in the ileum, 
about 12” from the ileocecal valve. The 
stone had a hard center with hardened 
fecal matter collected around it, so that 
it was difficult to separate the fecal mate- 
rial from the stone. An enterostomy was 
done and the stone was removed. During 





Fig. 3. 


Barium enema going up descending 
colon to transverse colon and then very little 
into ascending colon. 
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the operation the patient received 1000 cc 
5% glucose in normal saline. 

Gallbladder x-rays taken 9/3/52 showed 
no concentration of dye with two day tech- 
nique. Interpretation was non-functioning 
gallbladder. The patient made an unevent- 
ful recovery and was discharged as cured 
on 9/5/52. 

The stone was put in formaldehyde solu- 
tion which dissolved it into small pieces 
the day following surgery. The formalde- 
hyde solution became markedly discolored. 
The pathological report was as follows: 

“Specimen consists of many fragments 
of black to brown calcareous material, the 
largest of which is 2 cm. in its greatest 
dimension. This fragment together with a 
slightly smaller similar fragment appears 
to have formed the central portion of a 
calculus. “Together these measure 4 cm 
in greatest dimension. The remaining frag- 
ments appear to have formed a 2 to 3 mm. 
covering for this central portion. Broken 
surfaces of the calcareous material reveal 
a brownish-green or black, crystalline sur- 
face typical of biliary calculi. Diagnosis: 
Biliary calculus.” 


Summary 


This case illustrates a fecalith with 
a gallstone center with the patient ap- 
parently unaware of any gallbladder at- 
tacks during her whole life. The only 
apparent symptoms were her nausea 
and vomiting, with pain over the upper 
lumbar spine for 8 months, with no 
intolerance to food. The operative find- 
ings and the history in this case leads 
one to suspect that the original gall- 
bladder stone must have passed through 
the common duct into the duodenum. 
On its passage into the ileum, it acted 
as a nidus picking up fecal material. 
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EDITORIALS 


Modern Proctology 


Modern Proctology is a child of Ameri- 
can ingenuity. Most medical sciences have 
a_ distinct Psychiatry— 
Austrian and German, Diagnosis and Path- 
ology — German, Bacteriology — Japanese 
etc. 

The American contribution to 


national flavor: 


recent 
medical progress follows the general line 
of advanced surgical techniques and the 
creation of a new era in pharmaceutical 
science. In the latter field—taken 
from continental Europe—our vast indus- 
trial potential stimulated the mass produc- 
tion of antibiotics, atomic fission deriva- 
tives and other complex chemicals. Mod- 
ern brain and heart surgery are essentially 
the results of American research genius. 

The treatment of ano-rectal diseases, in 
its modern form, is the outcome of sev- 
eral quite revolutionary technical improve- 
ments following the lst World War. In 
themselves they may have been minor, and 
adaptations of existing knowledge to a 
new field. In toto they carved a new and 
respected specialty out of a combination 
of surgical and gastro - intestinal experi- 


over 


ences. 

Ambulatory proctology is an American 
baby. Typically American is the super- 
cilious attitude and disdain towards an 
achievement which did not originate from 
the accepted and acclaimed centers of 
medical science. It always tried and never 
fully succeeded in hiding its illegitimate 
birth. 

Even to say in public that we have two 
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PAUL LAHVIS, M.D. 


This month's first guest editorial is presented 
by Paul Lahvis, M.D., F.I.A.P., proctologist, 
Tri-County Memorial Hospital, Gowanda, N. Y.. 
member of Buffalo Academy of Medicine and 
former pathologist at Gowanda State Hospital. 


quite distinct schools of proctological 
thought may, at some future investiga- 
tion, require the invocation of protection 
through the 5th Amendment. The concept 
of the “high’-brows covers the entire 
colon. They are surgeons who boldly work 
above the “10 cm line” and who have 
little concern for the “low”’-brow proc- 
tologist whose pride is a hemorrhoidec- 
post-operative discomfort 
A well treated 


tomy without 
and minimal disability. 
pruritus can still excite him and he even 
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admits that the injection needle has a 
well earned place in modern proctology. 

The “International Academy of Proc- 
tology” has the distinction of impartially 
embracing the highbrows as well as the 
lowbrows. This is unique and a deviation 
from former standards. 

It encourages freer discussion of meth- 
ods without the restraint of the exclusive 
surgeon in regard to non-bloody tech- 
niques. It also permits better integration 
of other medical sciences into the proc- 
tological concept. One should not forget 
that even psychiatry entered the field 
through the new approaches to the treat- 
ment of the irritable colon and ulcerative 
colitis. 

Other proctological groups are 
hidebound by a conservatism 
upon them by exceedingly high require- 
ments of surgical training as prerequisite 


still 
imposed 


Endometriosis 


As far back as 1899, Russell described 
findings in the ovary which resembled 
uterine mucosa. Yet it was not until the 
classical contribution of Sampson in 1921 
that we recognized endometriosis as a 
clinical and pathologic entity. He de- 
scribed endometriosis as the presence of 
“ectopic tissue which possesses the histo- 
logic structure and functions of the uterine 
mucosa.” 

Nowhere else in human pathology does 
benign tissue possess the ability to invade 
the surrounding tissue and grow there. It 
may, in addition to penetrating into the 
uterine musculature, be found in various 
places, some of which have particular im- 
port to the pathologist. These are, in part, 
the ovary, uterine ligaments, pelvic peri- 
toneum, umbilicus, scars, 
vulva, cervix and vagina, and the rectum. 
sigmoid, and bladder. 

The actual mechanism of these scattered 


laparotomy 


for membership. The I.A.P., however, has 
moved forward through a broader, more 
liberal and more realistic definition of 
what constitutes a good and qualified proc- 
tologist. 
country to recognize proctology as a spe- 
(Am. Proc. Society 1899, AMA 
Board 1937, certification of proctology 
by AMA in 1946), so again the I.A.P. is- 
sues a challenge through its new interpre- 
of all that 


Just as America was the first 


cialty 


tation modern _ proctology 
means. 

Fortunately the Academy, by a stroke 
of foresight, was established as the “Inter- 
national” Academy. It permits us to join 
with our like-minded colleagues in other 
countries, to take them into our groups 
and councils and to learn from them what 
they may wish to teach us. And we here 


in the U.S. are happy because we know 


that we can reciprocate. 





GILBERT FRANKLIN DOUGLAS, M.D. 


This month's second guest editorial is presented 
by Gilbert Franklin Douglas, M.D., associate 
professor of Clinical Gynecology, Medical Col- 
lege of Alabama, Division of the University of 
Alabama, Diolomate, American Board of Obste- 
trics and Gynecoiogy, Fellow, American College 
of Surgeons, Fellow, International College of 
Surgeons, Chairman, Board of Regents, Inter- 
national College of Surgeons. 
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implantations is not known. Sampson 
founded his theory on the basis of trans- 
tubal regurgitation of menstrual blood and 
endometrial fragments at the time of men- 
struation, believing that these particles be- 
come implanted and grow at multiple 
places in the pelvis. He later modified his 
views with the concession that this one 
process could not, however, account for 
all the sites where endometriosis occurs. 

A second theory, that of Halban, was 
based on the belief that endometriosis was 
due to lymphatic metastasis of endometrial 
particles. The supporters of the plan are 
not as numerous, but they remain stead- 
fast. 

Meyer, Novak, et al. have given Samp- 
son’s theory serious competition with their 
explanation based on the embryology of 
the genital organs. The mucosa of the 
latter represents various modifications of 
the celomic epithelium — which is the 
primitive peritoneum. Meyer believed that 
the stimulus for the metaplastic process 
was inflammatory, Novak attaches the im- 
petus to some unknown endocrine origin. 

From study of every proposal, there is 
doubt about some points in every theory. 
The one, persisting, undeniable character- 
istic is endometriosis itself—this is pres- 
ent in all the theories! 

Clinically, endometriosis is most fre- 
quently found above the age of 30, though 
there is a considerable number that oc- 
cur below the age of 20 years. Sampson 
reported an incidence of 104 cases in a 
series of 466 patients—22%. Scott and 
Te Linde reported 516 cases with 65% 
between the ages of 20 and 40. Menor- 
rhagia may be noted occasionally though 
the amount is not changed. Excessive flow 
usually indicates an associated causative 
factor. Dysmenorrhea is a very prevalent 
symptom and is due to premenstrual and 
menstrual swelling of sites of endometri- 


(Vol. 4, No. 4) DECEMBER 1953 


osis. Entire absence of dysmenorrhea, 
however, is not unusual. Often the symp- 
toms simulate chronic pelvic inflammatory 
disease. Dyspareunia, constipation and 
pain on defecation also are occasional 
complaints. 

One of the major associated findings is 
sterility. Sutton reported that 75% of his 
cases were sterile, and only about 20% 
had one or more children. The reason for 
this is not known for, as a rule, the tubes 
are patent, though often adherent to sites 
in the pelvis. 

Endometriosis is quite difficult to diag- 
nose, as there are no characteristic symp- 
toms. Some cases actually may be asymp- 
tomatic. One help in making a diagnosis 
is that occasionally menstrual pain is re- 
ferred to the rectum, lower sacral, or 
coccygeal regions. Bimanual examination 
may suggest chronic adnexitis. Nodular 
thickening on the uterosacral ligaments 
may be found, particularly on recto-vagi- 
nal examination. 

The therapeutic pattern in endometri- 
osis is a matter of individual application. 
It is probably the best regime to do a pan- 
hysterectomy and bilateral oophorectomy 
on the patients who are approaching mid- 
dle age who are having symptoms if they 
do not earnestly desire more children. 
This would remove the ovaries and uterus, 
and thereby the cause of her trouble at 
one operation. In the younger patient who 
desires children, a 
course seems to be best. This may vary 
from no surgical procedure at all to cau- 
terization or excision of localized “islands” 


more’ conservative 


of tissue, or even to a unilateral oophorec- 
tomy. Radiation therapy does not offer 
any real advantage except that which 
would result from complete ovarian de- 
activation. Hormone therapy, for the most 
part, has no advantage over moderate 
analgesics. 
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SURGICAL SEMINAR 
AMBULATORY PROCTOLOGY 





Diagnostic 


Methods 


in Diarrhea 


Bacteriology More than sixty differ- 
ent organisms have been found in the 
normal stool. The four major groups are: 
1. colon bacilli; 2. streptococci; 3. anaer- 
obes; lactobacilli. Of course, these organ- 
isms produce no disease in the normal 
intestinal tract. 

Overwhelming infection, unusually viru- 
lent organisms, or lowered general resist- 
ance may result in invasion by any of these 
organisms. However, we must remember 
that the normal gastric contents become 
sterile within three or four hours after 
eating, so that few pathogenic bacteria will 
be found in the duodenum or small in- 
testine. 

The flora of the colon will be deter- 
mined chiefly by diet. A high protein diet 
results in a flora of colon bacilli and 
anaerobes. The lactobacillus group pre- 
dominates if the diet is purely carbohy- 
drate. With the usual mixed diet the ratio 
of gram-positive to gram-negative organ- 
isms in the colon is approximately 1:10, 
(adequate protein diet). 

Although the streptococci are the major 
source of pathogenic activity in the colon, 
they are apparently secondary invaders in 
most cases. 

The right colon provides the best medi- 
um for growth, especially for the tubercle 
bacillus, protozoan parasites, Shigella, 
streptococci, and staphylococci. The left 
colon normally containing a relatively dry 
stool, and is not particularly favorable for 
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bacterial growth. Of course, once hyper- 
motility begins, a liquid stool is passed 
into the left colon, and bacteria can then 
grow without difficulty. 

Organisms Causing Diarrheal 
Disease may be listed as follows: 

Protozoa: Endamoeba histolytica, Giar- 
dia lamblia, Balantidium coli. Chilomastix 
mesnili, Trichomonas hominis, Isospora 
bigemina, Leishmania donovani, Plasmodi- 
um falciparum, Dientamoeba fragilis, 
Toxoplasma gondii. 

Bacteria: Shigella strains, Streptococci, 
Salmonella, Mycobacterium tuberculosis, 


Vibrio comma, Treponema pallidum, 
Eberthella typhosa, Staphylococci, Diplo- 
coccus pneumoniae, Kleshsiella pneu- 
enzae. 


Intestinal Parasites: Hookworm, Enter- 
obius vermicularis, Ascaris lumbricoides, 
Trichinella spirallis, Trichuris trichiura, 
Stongyloides intestinalis, Tape worms 
(Taenia saginata. Taenia solium, Diphyl- 
lobothrium latum, Hymenolepis nana), 
Fasciolopsis buski, Schistosoma japoni- 
cum, Schistosoma mansoni, Heterophyids, 


Oesophagostomum. 
Viruses: Virus of lymphogranuloma 
venereum. 


Diagnostic Procedure The first step 
is always a complete history. A story of 
recent therapy with oral terramycin or 
aureomycin may provide an immediate an- 
swer to the question of etiology. Diarrhea 
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of emotional origin is best determined by 
a careful history. Dietary excesses will 
be discovered, as well as the habitual use 
of cathartics or enemas. 

A simple history form 
shown in table below. 


may be as 

The second step is a complete examina- 
tion. Consultation with the gastroenterol- 
ogist is often necessary. If the answer is 
not readily provided by a careful sig- 
moidoscopy, consultation is always advis- 
able. The upper gastrointestinal tract must 
be carefully studied. If this does not 
produce the diagnosis, a complete general 
work up is indicated. 

The third step is a bacteriologic study. 
This is usually performed concurrently 
with the sigmoidoscopy unless the history 
indicates a more general or remote etiol- 
ogy. A proper bacteriologic study requires 
a sterile catheter and syringe (or sig- 
moidoscope aspirator), slides and cover 
slips, warm sterile saline solution, culture 
tubes and culture plates, and a warm stage 
microscope. 

The sterile catheter may be inserted 
through a sigmoidoscope or directly, and 
material may be aspirated with a sterile 


syringe, containing 5 cc. of sterile saline. 
This material is then placed in a sterile 
test tube for study. 

Specimens are best taken from an ul- 
cerated area, or from an area of extensive 
inflammation if there are no ulcerations. 
This exudate is immediately suspended 
in saline on the slide and examined with ~ 
a warm stage microscope. 

Inoculate plates with the aspirated ma- 
terial, and prepare smears. Plain broth 
tubes may be inoculated for bacteriophage 
study. 

For the average proctologist the studies 
are best directed by the bacteriologist. 
Bacteriologic studies should be repeated 
daily or on alternate days until five to 
seven cultures have been made. [If all are 
negative the disorder may be considered 
of non-bacterial origin. 

Roentgen Study A barium colon 
enema study will be required in most 
cases. This should always include an air 
contrast film. In many cases a complete 
gastrointestinal study will be indicated. 
This is best performed by the roentgenol- 
ogist or the gastroenterologist. 

Accessory Tests Routine tests in- 





Name: 
Address: 
Referred by: 
5: Mi: DSW. 


Present illness: 


Number and character of stools: 
Symptoms: 

Bleeding: 

Cramps: 

Incontinence: 
Frequency of attacks and dates: 


Psychosomatic factors: 
Sex life: Marital adjustment. 





Number of children: 


Pain: Protrusion: Discharge: Pruritus: Abdominal Distress: Laxatives used: 
Periods of constipation: Character of the stool: Weight loss: 

Gastrointestinal symptoms: Nausea: Vomiting: Heartburn: Appetite: Pain: 
Hematemesis: Belching: 

Habits: Regularity: Coffee: Tea: Alcohol: Tobacco: Sleep: 

Past History: Medical: Surgical 

Family history: Tuberculosis: Carcinoma: Allergies. 


Social background: 


Is the disability out of proportion tc the disease? 


Age: Occupation: 
Telephone: 


Date: 


Pain: 
Tenesmus: 


Emotional life: Personal problems: 
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clude the blood Wassermann, urinalysis, 
a complete blood count and sedimentation 
rate. 

10 ce. of blood will be required for 
agglutination and complement fixation 
tests in cases of suspected dysentery or 
Salmonella infection. 


The gastroenterologist or the consulting 
internist may require gastric or duodenal 
tube analysis for achylia or achlorhydia, 
or duodenal Giardia lamblia infestation. 


A Frei test, B. M. R., general blood 
chemistry, etc., may be indicated in special 


cases. 


Consultation with an allergist may be 
necessary. Test diets will be helpful, bear- 
ing in mind that the most common aller- 
gens are wheat, milk, cabbage, eggs, toma- 
toes, oranges and chocolate. 


1954 Annual Meeting of the 
International Academy 
of Proctology 

The 1954 Annual Meeting of the Inter- 
national Academy of Proctology will be 
held at the Palmer House, Chicago, IlIli- 
nois, April 8-11. An unusually fine pro- 
gram is being arranged, with equal em- 
phasis on both Ano-rectal and Colon 


Literature Wanted 


A communication from Dr. T. K. 
Thomas, Medical Superintendent of Si. 
George’s Hospital Library and Free Read- 
ing Room in Punalur, P. O., Travancore, 
S. India, indicates that literature in Proc- 
tology is very scarce in that part of the 
world. 





Therapeutic Test in suspected ame- 
biasis, even after negative bacteriologic 
studies. The therapeutic response to anti- 
amoebic drugs may establish the diagnosis. 


Summary 


Adequate diagnosis requires: 
1. A careful history. 
2. Complete examination: 
a. Sigmoidoscopy 
b. Consultation with gastroenterolo- 
gist or internist if necessary. 
3. Bacteriologic study. 
a. Cultures 
b. Stained slides 
c. Warm stage microscope studies 
4. Roentgen study. 
a. Barium colon enema 
Upper gastro-intestinal study 
when indicated 
5. Accessory tests as indicated. 
6. Therapeutic test in suspected 
amebiasis. 


Surgery. The medical aspects of Proc- 
tology will be extensively covered. 

Our Chicago Committee has promised 
an exceptional Surgical Clinical demon- 
stration, outstanding speakers, a full pro- 
gram of new Clinical Motion Picture, and 
a gala Dinner-Dance. 

It is not too early to plan to be with 
us in Chicago, April 8-11, 1954. 


This communication also requests a sub- 
scription to the AMERICAN JOURNAL OF 
PROcTOLOGY. 

It is suggested that members of the 
International Academy of Proctology, and 
readers of this Journal who have reprints, 
Journals, texts, etc., not in use, might 
consider forwarding these to India. 


328 THE AMERICAN JOURNAL OF PROCTOLOGY 




















ATLAS OF PROCTOLOGIC SURGERY 





Anal ulcer is a radial tear in the anal 
skin, usually extending outward from the 
pectinate line. The term “anal ulcer” may 
be used synonymously with “fissure in 
ano.” 

Most anal ulcers probably begin with 
mid-line. Anterior mid-line ulcers con- 
stitute about ten per cent of all ulcers, and 
lateral anal ulcers frequent 
(about one per cent). The anterior ulcers 
are more frequent in women than in men. 

Most anal ulcers probably begin with 
infection in a crypt, followed by weaken- 
ing and tearing of its thin wall. Constipa- 
tion or diarrhea are other etiologic factors. 
There are other theories that need not be 
considered here. The major factors are 
probably infection in a crypt or traumatic 
tearing of the crypt face. Anatomical fac- 
tors merely determine which crypts will 
be involved, and thus the location of the 
ulcer. Anterior crypts are most often un- 
supported in females, and posterior crypts 
are relatively unsupported by sphincter 
in both sexes. 

It is important that the surgeon recog- 
nizes the presence of pectenosis. A chronic 
anal ulcer is usually associated with the 
development of a circular band of scar 
tissue, subjacent to the ulcer bed and 
superficial to the subcutaneous extemal 
sphincter ani. This scar tissue band is 
the pecten band, and the pathology is 
known as pectenosis. 

Unless this band is completely incised 
healing will rarely be permanent regard- 
less of how extensive the superficial sur- 
gery may be. 


are least 
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Anal 
Uleer 


Injection Treatment This therapy 
is of value only in the relatively early acute 
stage. A watery bed of five per cent qui- 
nine and urea hydrochloride may be pro- 
duced by injection under the ulcer. A bet- 
ter technic is the injection of an oil- 
soluble anesthestic solution into the 
sphincter mechanism and under the ulcer 
bed. This produces relaxation of the 
sphincters so that the wound may heal 
without the usual tearing during defeca- 
tion. 

The injection technic is illustrated in 
Figure 1. The patient should be prepared 
as if for surgery, and complete asepsis is 
required. 

The sphincter musculature is anesthe- 
tized with one and one half per cent mety- 
caine solution, infiltrating widely through 
two lateral puncture points, using a fine 
gage needle. When the musculature is 
completely relaxed gentle sphincter mas- 
sage should be performed with the index 
finger. This exposes the ulcer base for 
the subsequent injection of quinine and 
urea hydrochloride or the oil-soluble an- 
esthetic solution. 

Injection therapy is not suitable if the 
ulcer borders are indurated or if sphincter 
resistance indicates a thickened band. 
These cases require an excision procedure. 

If the ulcer borders are not indurated 
but a thick pecten band is found, this 
band must be incised completely. Figure 
2. The incision should be carried outward 
on the anal skin beyond the ulcer for at 
least one half inch, to provide free ex- 
temal drainage. Oxidized cellulose gauze 
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may be inserted into the wound and must 
be removed within twenty-four hours. 

Infiltration of the oil-soluble anesthetic 
is illustrated in Figure 3. 

With the left index finger in the anus 
as a guide, injection is made through a 
twenty-four or twenty-five gage needle, 
the puncture point being just external to 
the ulcer bed. Inject into the external 
sphincter, under the ulcer bed, and into 
the subcutaneous perianal area. 

If there is a thick pecten band, this 
should be followed—as described—by in- 
cision through the ulcer bed and the pec- 
ten band. 


Surgical Treatment The indications 
for excision are: 
1. Indurated 

pecten band. 

2. Complicating pathology such as ex- 
ternal sentinal tag, hypertrophied papillae 
or sinus, etc. 

3. Previous surgery with recurrence. 

4, Previous conservative therapy with 
failure or recurrence. 

Anesthesia may be local block or cau- 
dal. Caudal is preferred, with one and one 
half per cent metycaine solution. This is 
followed by infiltration with an oil-soluble 
anesthetic into the sphincter and the ulcer 
bed. 

The surgical technic is illustrated in 
Figure 4. Either a scalpel or thermal cut- 
ting knife may be employed. 

The usual excision area is elliptical. 
However, the better approach is to pro- 
duce a triangular-shaped wound, the apex 
of the triangle being above the level of 
the pectinate line (Figure 5). This insures 
excision of the involved crypt area. 

The base of the triangle should be at 
least one inch from the verge. The tri- 
angular wedge of tissue is then dissected 
away after applying Allis clamps at the 
outer margin of the wound. 

The Allis clamps provide traction, ana 
dissection should be in the relatively loose 


margins and_ thickened 


areolar subcutaneous tissue. 
Thus, the ulcer area is completely ex- 
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cised, together with a large wedge of ad- 
_jacent skin, the involved crypt area, and 
the internal hypertrophied papilla. The 
pecten band is then incised in the mid- 
line. The sphincter now relaxes com- 
pletely. If not, incision should be carried 
through the subcutaneous sphincter. 

A markedly hypertrophied sphincter is 
best incised by grasping it between two 


Postgraduate Teaching Fund 
For Gift Subscriptions to Hospitals 
The International Academy of Proctol- 
ogy announces the establishment of a post- 
graduate teaching fund to provide gift 
subscriptions to THE AMERICAN JOURNAL 
oF Procto.oecy to 750 of the largest Hos- 
pital Libraries in this country and abroad. 
THE AMERICAN JOURNAL OF PROCTOLOGY, 
as the only official Proctologic Journal in 
the world, will thus provide a continuing 
postgraduate course for interns, residents 
and hospital attending staffs in major 


hemostats in the mid-line, incision being 
made between the hemostats. Cut ends of 
the muscle are then tied with chromic 
catgut number 1. 

A strip of oxidized cellulose is placed 
ii the wound, and removed within twenty 
four hours. 

If the thermal cutting knife is used, the 
operation is practically bloodless. 


+ 


hospitals. 

As a teaching and educational organiza- 
tion, the Academy is pre-eminent in Proc- 
tology. The Annual Conventions are liter- 
ally postgraduate courses, and the Journal 
has raised the level of Proctology through- 
out the world. 

The International Academy of Proc- 
tology recently announced the establish- 
ment of a Research Fellowship in Proc- 
tology with a grant of $1200.00 to the 
Jersey City Medical Center, Jersey City, 
New Jersey. 


+ 


FELLOWSHIP KEY 


A Fellowship Key of 10K Gold as illustrated, is now available to Fellows of 
the International Academy of Proctology. 





for the key. 
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Applications for the Fellowship Key should be made to the office 
of the Secretary, 43-55 Kissena Blvd., Flushing, N.Y. 


A check in the amount of $15.00 should accompany the order 
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The Relationship of Enteritis 
to Antibiotic Therapy 


Doctors William H. Dearing and For- 
dyce Heilman of the Mayo Clinic present 
an interesting study in the March 11, 
1953, Proceedings of the Staff Meetings 
of the Mayo Clinic. This study considers 
the relationship of resistant strains of 
Micrococcus Pyogenes (Staphylococci) to 
certain gastrointestinal and systemic re- 
actions in hospitalized patients who have 
been receiving antibiotic agents. 

A study of forty-four patients hospital- 
ized for some illness or surgical proce- 
dure, forty of them receiving either ter- 
ramycin or aureomycin, indicated that the 
resistant strains of Micrococci may pro- 
duce symptoms ranging from mild diar- 
rhea after operation to distention, fever, 
mental confusion, post-operative active 
diarrhea with vomiting, excessive fatigue. 
and shock. 

It would appear that Micrococcic 
(staphylococcic) Enteritis is a result of 
toxins produced by Micrococcus Pyo- 
genes growing in great numbers in the 
intestinal tract. These organisms are nor- 
mally present in the feces in small num- 
bers only. 

Inhibition of the normal intestinal tract 


flora by terramycin or aureomycin allows 
strains of Micrococcus Pyogenes resist- 
ant to these antibiotics to proliferate so 
rapidly in the intestinal tract that they 
may be found in pure culture in the stool. 

Many of these patients were found te 
harbor resistant strains of Micrococcus 
Pyogenes in their throats. It may be that 
these antibiotic-resistant organisms pass 
into the intestinal tract when the normal 
flora is reduced or eliminated by terra- 
mycin or aureomycin. 

Treatment requires the use of erythro- 
mycin as a substitute for terramycin or 
aureomycin. Indeed, if resistant strains 
of Micrococci are evident, it is better to 
avoid the use of terramycin or aureomycin 
in preoperative preparation of patients for 
intestinal surgery. If these antibiotics are 
used preoperatively, the surgeon would be 
well advised to order culture of the in- 
testinal contents at the time of surgery to 
be certain that Micrococci are not present 
in large numbers. 

If they are, erythromycin in a dosage of 
300 to 400 milligrams daily by mouth will 
eliminate the resistant strains. Symptoms 
disappear promptly with erythromycin 
therapy. 

The article also raises the question of 


—Conitinued on page 336 
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The Distracting Agony of Hemorrhoids 


The torment of hemorrhoids disrupts normal 
mental processes. Reason, reflection, decision are 
difficult. 


Physicians have for many years prescribed safe, 
sure Anusol Suppositories, which have given quick 
relief and peace of mind to thousands of men and 
women. For use with the Suppositories, we have 
now added Unguent made of the same ingredients. 


The Anusol Suppository quickly forms a sooth- 
ing, protective film over the irritated rectal mucosa, 
providing almost immediate relief. The new Un- 
guent, externally applied to inflamed areas, gives 
prompt, cooling comfort. 





Suppositories: boxes of 6, 12 or 24; Unguent in 
1 ounce tube. Warner-Chilcott Laboratories, Divi- 
sion of Warner-Hudnut, Inc., New York 11, N. Y. 


Prescribe A n Uu S O l WARNER 


SUPPOSITORIES UNGUENT 





Prompt, Prolonged Relief Without Narcotics or Anesthetics 
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the relationship between pseudomembran- 
ous enterocolitis nad the Micrococcic en- 
terotoxic reaction. The evidence is 


sug- 


gestive but certainly not conclusive. 


Hemangiopericytoma 
of the Rectum 

S. Kay and H. J. Warthen report a 
case in Cancer [6:167-169 (January) 
1953] of hemangiopericytoma so called 
because the neoplastic elements resemble 
the pericyte cells applied to the outer 
walls of capillaries. The lesion consists of 
a profuse proliferation of capillaries, sur- 
rounded by sheets of pericytes. The 21% 
of 110 cases seen by Stout showed recur- 
rence or aggressive invasion and 12.7% 
metastases, cannot reliably pre- 
dict whether or not the tumor is malig- 
nant. In the authors’ case a large, slightly 
nodular vascular tumor (10x12x18 cm) 
was found attached to the lateral aspect 
of the upper rectum by a pedicle, 2 cm. 
in diameter. The serosa contained several 
large vessels, but the deeper layers of the 
wall of the rectum were not involved. 


H.N. 


yet one 


Phthalylsulfacetamide 
in Anorectal Surgery 

A series of 100 patients with various 
types of anorectal conditions upon which 
surgery was performed were treated pre- 
and post-operatively with phthalylsulface- 
tamide (Thalamyd). The Thalamyd was 
given in a dose of 1 Gm. 4 times a day 
for 2 days preoperatively, and for 2 or 3 
weeks postoperatively. The dose was then 
reduced to 0.5 Gm. until complete healing 
occurred. 

Segal reported in Am. J. Surg. [84:684 
(1952) ] that the use of Thalamyd reduced 
healing time by 20% and eliminated post- 
operative infections in the patients treated. 
There was less medication required for 
relief of pain, a diminished gas formation, 
cleaner wounds, less odor following sur- 


gery, and greater comfort. The use of 
others of the non-absorbable sulfonamides. 
terramycin had _ been 
found to result in diarrhea, but not Tha- 
lamyd. Proctoscopic examination follow- 
ing Thalamyd revealed a normal mucosa 
but the use of the antibiotics often result- . 
ed in a red and ulcerated mucosa as well 
as the diarrhea. 


aureomycin and 


Newer Aspects of the 
Pathology of the Colon 
H. Popper reports in the J. /nternat 
Coll. Surg. {17:286-296 (1952)] most 
most carcinomas of the colon occur in the 
rectum, rectosigmoid or sigmoid, more in 
males, more in those over 40; at least 
25% have a family history, may be caused 
by chemical carcinogens acting directly 
on the colon, are slow-growing, metas- 
tasize late, and the degree of anaplasia, 
the gross invasiveness, the involvement of 
the veins (12% on the left side, 6% on 
the right) and especially the lymphatic 
spread are important. If more than 5 
nodes are involved only 15% live 5 years 
or more (57%, if less than 5 nodes). If 
the lymph nodes near the point of resec- 
tion are involved the prognosis is grave. 
The liver is the metastatic site in one- 
third to one-half the cases, the lungs, kid- 
neys and bones in 10%. Polypoid ade- 
nomas and ulcerative colitis are the most 
important precancerous lesions. Carcinoid 
tumors, lymphoblastoma, polypoid “lesions 
lipomas, neurofibromas, tuberculosis, ame- 
biasis, diverticulitis, regional ilietis and 
irradiation colitis may be mistaken for 
carcinoma. Intestinal toxemia injures the 
liver, and emotional and other psychic 
stress alters the colonic mucosa. Proli- 
feration of local autonomic nerve fibers 
causes some colonic polyps, while in 
Hirchsprung’s disease the plexus is absent 
in the distant colon. H.N. 
—Continued on page 338 
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Doctor, would it be helpful to you in your 


practice to know that there is a food avail- 
able at reasonable prices in the stores the 


year round having these attributes: 

1. One of the best “protective’’ foods with a 
well-rounded supply of vitamins and minerals. 
2. Low sodium—very little fat—no cholesterol. 
3. One of the first solid foods fed babies. 

4. Useful in bland and low-residue diets. 

5. Mildly laxative. 


6. May be used in the management of both 
diarrhea and constipation. 


7. Can be used in reducing diets. 
8. Can be used in high-calorie diets. 


9. Useful in the dietary management of celiac 
disease. 


10. Useful in the dietary management of idio- 
pathic non-tropical sprue. 


11. Usefulin the management of diabetic diets. 
12. Valuable in many allergy diets. 

13. A protein sparer. 

14. Favorably influences mineral retention. 


15. Useful in the management of ulcer diets. 
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BANANAS 


If you would like 


1. The authority for any of 
the statements made on the 
preceding page... 


2. Additional information 
in connection with any 
of them... 


3. The composition of the 
banana... 

4. The nutritional story of 
the banana... 

5. Information on various 
ways to prepare or serve 
bananas. 


Please feel free to write to 


Director, 
Chemical and Nutrition Research 
United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 
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Extending the Zone of Resection 
for Carcinoma of the Rectum 
and Sigmoid 

Division of the inferior mesenteric ves- 
sels at their origins and removal of the 


mesocolon through which the vessels 
course, thus denuding the mesenteric 
border of the colonic wall, is recom- 


mended by V. C. Waite writing in Surg. 
[33:5-702-711 (1953)]. Viability is 
checked visually, and terminal colostomy 
established at the junction of the descend- 
ing and sigmoid colon, or further proxi- 
mal, if necessary. A good review of the 
present concept of extensive resection, 
with a pertinent bibliography. 


Medical vs. Surgical Treatment 
of Uncomplicated Benign 
Gastric Ulcer 

It is hard to reconcile the fact that so 
many surgeons are still advocating radical 
resections in uncomplicated benign gastric 
ulcers. This in spite of the fact that only 
about 8% of the gastric ulcers are malig- 


| nant and the benign and malignant ulcer 








can be clearly diagnosed in most instances 
by x-ray and gastroscopy. Under proper 
medical therapy, benign gastric ulcers can 
be completely healed in a relatively short 
tiem. When healing does not take place, 
malignancy should be considered. 

One of the strong advocates of radical 
resection, the late Dr. Lahey, was perhaps 
parily responsible for a large number of 
these resections. It was rather interesting 
to note that a few months prior to his 
death, Dr. Lahey in a discussion before 


the gastroenterological section of the 


| A.M.A. in New York City stated that he 


had been converted by Dr. Sara Jordan 
into conservative medical management. 
When the gastric ulcer showed evidence 
of healing within a month, both by x-ray 
and gastroscopy, medical therapy was 


continued. j es es 
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are safe, conservative therapy 
in hemorrhoids 


+ » « because they provide healing crude Norwegian 
cod liver oil (rich in vitamins A and D and 
unsaturated fatty acids, in proper ratio 
for maximum efficacy). 


emollient, protective, lubricant to relieve 
pain, itching and irritation rapidly... to 
minimize bleeding and reduce congestion. 


oe eee Contain no styptics, narcotics 
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serious rectal disease. 
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What's New in the Therapy 
of Gastro-Intestinal Diseases 

William A. Knight of St. Louis, Mis- 
souri, writing in the Mississippi Valley 
Medical Journal [75:76-77 (March) 
1953], believes that G.I. diseases should 
include the Liver and Pancreas. Under 
new drugs, he discusses the autonomic 
ganglion-blocking agents and the anti- 
cholinergic agents as showing some prom- 
ise in that they inhibit the secretions of 
the acid pepsin chyme, hydrochloric acid 
and gastro intestinal mobility. In most 
treatment the older drugs are at fault 
because of the physician’s manner of ad- 
ministering them. 

If surgery is indicated, the operation of 
choice is either a subtotal gastrectomy or 
a vagotomy combined with posterior gas- 
troenterostomy. In _ esophageal 
bleeding, the Tredelenberg position, dou- 
ble balloon tampon, and if necessary 
surgery is advised. In acute pancreatitis 
surgery is usually not indicated. ACTH. 
cortisone, and Vitamin B,, are useful 
drugs in many G.I. diseases. 


varices 


N.A. 


Surgery of the Colon in the 
Geriatrics Patient* 

Writing in the Journal of The Ameri- 
can Geriatrics Society, Volume 1, Number 
2, pages 132-137, R. B. Turnbull, Jr., and 
George Crile, Jr., M.D., state that major 
resection of the colon with immediate 
anastomosis and restoration of the physio- 
logic continuity of the bowel cause little 
systemic insult. After eighty years of age 
the operative mortality rises sharply. Be- 
fore elective surgery the elderly patient’s 
condition must be carefully evaluated. 
Three hundred and twenty-five resections 
for cancer of the colon are reported with 
three deaths, non-preventable. The anti- 
biotics drugs are given much credit for 


lowering the mortality and morbidity and 
decreasing the incidence of phlebitis and 
pulmonary Coruplications — of 
colon cancer, such as obstruction, hemor- 


embolus. 


rhage or severe anemia make surgery 
mandatory regardless of age. 


N.A. 


Emphysema of the Leg Following 
Perforation of the Rectum 

Collection of gas in the leg in this case 
was due not to “gas gangrene,” but to a 
colon bacillus infection following perineal 
trauma. 

Abdominal exploration revealed no vis- 
ceral perforation, but protoscopy demon- 
strated a rectal perforation and an ischio- 
rectal abcess. Treatment in addition to 
antibiotics included drainage of both the 
gas pockets in the leg and wide opening 
of the para-rectal abcess. The patient 
recovered. 

W. C. Bernstein, C. H. Ghent and C. E. 
Rea writing in the Minn. Med. [35:12 
(1952) ] speculate that the infection might 
might have tracked down thru a torn 
have tracked down thru a torn obturator 


A.H.B. 


membrane. 
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1. Are there special subjects you would 
like considered? 

2. Would you like to see anatomy and 
physiology considered extensively ? 

3. Do 


more important than etiology for ex- 


you consider physio-pathology 
tensive discussion? 
4. Would you prefer a complete or a 
selected bibliography? 
The answers to these questions should 
be addressed to the Editor-in-Chief, Dr. 
Juan Nasio, Italia 718, Rosario, Argentina. 
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BOOK REVIEWS 


FOR PROCTOLOGISTS 


PAIN SENSATIONS AND REACTIONS. By 
James D. Hardy, Ph.D., Associate Professor 
of Physiology, Cornell University Medical 
College; Harold G. Wolff, M.D., Professor 
of Medicine (Neurology), Cornell Univer- 
sity Medical College; Helen Goodell, B.S., 
Research Fellow in Medicine, Cornell Uni- 
versity Medical College. The Williams & 
Wilkins Company, Baltimore, 1952. 435 
rages, 130 figures. Price $6.50. 


This examination of traditional and newer 
concepts of pain is very valuable. Inasmuch 
as the material is to a large extent based on 
the work of the authors, it is highly authori- 
tative and interesting. 

The proctologist is particularly interested 
in pain, and seeks constantly for methods to 
prevent and control pain. The best approach 
to any problem of this nature is through an 
understanding of basic physiology and by 
careful investigation. 

This text involves such basic study, and 
the conclusions should be made available to 
all physicians. 


THE BIOCHEMISTRY OF GASTRIC ACID 
SECRETION. By Edward J. Conway, M.D., 
D. Sc. F.R.S., Professor of Biochemistry and 
Pharmacology, University College, Dublin, 
Ireland, Honorary Fellow, Royal College of 
Physicians, Ireland. 185 pages, 29 figures, 
13 tables. Charles C. Thomas, Springfield, 
Illinois, 1953. 


This book is directed chiefly to the gastro- 
enterologist. It is a monograph that should 
be in the library of every gastroenterologist. 
The material is well presented, with a sum- 
mary at the end of each of the eleven chapters. 
The biochemistry of gastric acid secretion is 
thoroughly covered, and a careful study of 
this material should lead to a better under- 
standing of therapy in gastric disease. 


THE MERCK INDEX. Sixth Edition 1167 pages, 
thumb index. Merck & Co., Inc., Rahway, 
N. J. 1952. Price $8.00. 


This remarkable encyclopedia of chemicals 
and drugs is of value not only to the pharma- 
cist but to every physician. It is comprehen- 
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sive and concise, as well as authoritative. 

The clinician will be interested in trade- 
mark listing, and will find this to be thor- 
oughly cross indexed. Common or popular 
names are employed as well as chemical 
names. 

The text is said to cover more than 8,000 
descriptions of individual substances, more 
than 2,000 structural formulas, and about 
20,000 names of chemicals and drugs alpha- 
betically arranged and cross indexed. 

The new features of this text, as compared 
with previous editions, include a table of 
radioactive isotopes, a table of standard buff- 
ers for calibrating pH measurements, and a 
table of current medical uses for radioactive 
elements and compounds. 

The proctologist who is interested in know- 
ing more about the chemicals and drugs that 
he employs in his practice will be well ad- 
vised to refer to the Merck Index. 


ZINSSER'S TEXTBOOK OF BACTERIOLOGY. 
10th Edition. By David T. Smith, M.D., Pro- 
fessor of Bacteriology and Associate Profes- 
sor of Medicine Duke University School of 
Medicine; Norman F, Conant, Ph.D., Pro- 
fessor of Mycology and Associate Professor 
of Bacteriology Duke University School of 
Medicine; Joseph W. Beard, M.D., Professor 
of Surgery in charge of Experimental 
Surgery Duke University School of Medicine; 
Hilda Pope, Ph.D. Assistant Professor of 
Bacteriology Duke University of Medicine; 
D. Gordon Sharp, Ph.D. Assistant Professor 
of Biophysics in Experimental Surgery Duke 
University School of Medicine and Mary A. 
Poston M. A., Instructor in Bacteriology 
Duke University School of Medicine. 1012 
pages, 329 figures, Appleton-Century- 
Crofts, Inc., New York 1952. 


The tenth edition of the classical text is a 
worthy successor to all previous editions. This 
reviewer used this textbook in medical school. 
The Zinsser textbook has been a favorite of 
students throughout the years. 

The present edition is to a large extent re- 
written and revised. There is a considerable 
increase in the material dealing with diseases 
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Designed in cooperation with leading proctologists, 
only the Ritter Proctologic Table, Type 7, features 
automatic elevation of the leg section above the high 
line of the body section as the leg section is lowered 
from horizontal to vertical. As a result of this exclusive 
feature, an abdominal drop-out area is immediately 
created. The depth of the drop-out area can be easily 
adjusted. 

Standard equipment includes adjustable headrest 
| and kneerest with snap-lock adjustable leg strap on 
kneerest. The table is normally supplied with a foot 
lever tilt lock, as illustrated. A touch of the toe on the 
foot pedal and the motor-driven, hydraulically-oper- 
ated base raises patients effortlessly, quietly from 29” 
to 47”. Table tilts 55° head low and rotates 180°. Hip 
rest cushion and stirrups are available at slight addi- 
tional cost. Hand wheel tilt at slight additional cost. 
Standard silver metallic finish and black Masland 
Durasol upholstery. Ask your Ritter dealer for a 
demonstration or write to the Ritter Company, Inc., 
Ritter Park, Rochester 3, N. Y. 
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caused by viruses. The newer antibiotics are 
considered in relationship with the suscep- 
tibility of each organism. 

The recent nature of the writing is also 
indicated by the inclusion of material on 
ACTH and Cortisone. 

The study of bacteriology is fundamental 
to all of medicine. The general practitioner, 
the specialist, whether surgical or medical, 
needs to know bacteriology, at least in its 
general aspects. The medical student will find 
the Zinsser textbook one of the best. 

It is well written, authoritatively edited, 
and well illustrated. 


The section on infection and immunity is 


worth re-reading by the clinician. 


GASTRIC CANCER. By Alfred H. lason, M.D., 
Attending Surgeon, Adelphi Hospital; Direc- 
tor of Surgery, Brocklyn Hospital for the 
Aged; Surgeon, Manhattan General Hos- 
pital; Instructor in Anatomy, New York 
Medical College and Flower Hospital. 316 
pages, 100 Fig., Price $7.50. Grune & 
Stratton, New York, 1953. 


This book summarizes current and past 
literature on Gastric Cancer in a condensed 
form. It covers anatomy, histology, incidence, 
pathology, symptomatology, diagnosis, and 
surgery. 

It is interesting to note the discussion on 
early ambulation after gastric surgery, and 
the statement that it is sometimes possible 
to ambulate the patient the day following 
operation. 

The book is well illustrated, and the sec- 
tions on surgery and post-surgical treatment 
are valuable. 

If this volume serves to emphasize the need 
for early diagnosis in gastric malignancy, 
it will have proved its value. 


APPLIED PHYSIOLOGY. By Samson Wright, 
M.D., F.R.C.P. Ninth Edition. Oxford Uni- 
versity Press, London, New York, Toronto, 
1952. 688 Figures, 1190 pages. 


In this reviewer’s opinion the Wright text- 
book continues to be the pre-eminent physiol- 
ogy text for students. It is now in its ninth 
edition, and is completely up to date, re-writ- 
ten in many sections, and—as always—highly 
authoritative. 

Indeed, the ninth edition is practically a 
new book insofar as more than half the text 
has been re-written, and the remainder revised 
to a large extent. It is thus thoroughly up to 
date. 

Although the text has always been well 
illustrated, at least two hundred illustrations 
have been added to the present edition. All 


illustrations throughout are excellent for 
teaching purposes. 

Every physican, in every field of medicine, 
should be acquainted with basic physiology. 
The Wright textbook offers ready reference 
for such physicians. For the students, in this 
reviewer's opinion, the book is ideal. 


DANGER SIGNALS. By Walter C. Alvarez, 
M.D., Consultant in Medicine, Emeritus. 
Mayo Clinic. 176 pages. Wilcox and Follett 
Company, Chicago. Price, $3.00. 


This book is written for the layman and 
provides interesting reading. There is some 
questions as to whether or not the hypo- 
chondriac might not become even more a 
hypochondriac as a result of such literature. 

However, for those who can read intelli- 
gently, and not suffer every symptom de- 
scribed, the book should be valuable. Inas* 
much as the average physician, while a medi- 
cal student and afterward, is apt to imagine 
himself suffering from the disease currently 
under consideration, the susceptibility of the 
layman is probably even greater. 

This does not mean that there is no place 
for such a volume. On the contrary, if the 
danger signals described will head-off serious 
organic disease in only a few of the readers, 
the book is well worth wide distribution. 

The style of writing, as with any of Dr. 
Alvarez’ books, is excellent. 


ADVANCES IN CANCER RESEARCH. Edited 
by Jesse P. Greenstein, National Cancer 
Institute, U. S. Public Health Service, 
Bethesda, Maryland, and Alexander Had- 
dow, Chester Beatty Research Institute, 
Royal Cancer Hospital, London, England. 


Volume |, Academic Press Inc., Publishers, 
New York, N. Y., 1953, 590 pages. IIlustra- 
tions. 


Every physician, whether he practices gen- 
eral medicine or surgery, should be interested 
in the latest developments in cancer research. 
Volume I of the present series offers an excel- 
lent opportunity to review the results of recent 
research. Such crystallation of concepts will 
be useful in the handling of all cancer 
problems. 

Every contributor is an authority, and every 
section is well written. 

Practically every section is followed by 
well-drawn conclusion, many of which have 
clinical application. 

The section on nutrition in relation to 
cancer has immediate application to all pa- 
tients. It should be studied carefully by every 
physician. 
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The starch granules, evenly dispersed in a sea of talc, provide 
a maximum surface area for the absorption of irritating 
moisture. Macerated crevices are protected and healing is 
promoted, 


But Ammens is more than a soothing powder. Zinc oxide, 
boric acid and oxyquinolin are carefully blended with the 
starch and talc. These medicaments provide a barrier which 
helps protect irritated areas against bacterial invasion. 
Growth of bacteria is discouraged. 


Use and recommend Ammens Medicated Powder when- 
ever your patient presents a skin irritated by chafing or 
other mechanical trauma, or when the skin is excoriated by 
™ “mt moisture. It soothes, aids healing. Its faintly medicinal odor 
. makes it especially suitable for professionalrecommendation, 
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BRISTOL-MYERS COMPANY + 19 WEST 50 STREET *+ NEW YORK 20, N. ¥Y. 
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Newer Medicinals 


Crysdimycin A. S., £. 8. Squibb & Sons, 


New York, N. Y. Each 3 cc. dose provides 
600,000 units of procaine penicillin G sus- 
pended in an equeous solution of 0.5 gm. 
streptomycin sulfate and 0.5 gm. dihydro- 
streptomycin sulfate. Effective against many 
gram-negative and gram-positive organisms. 
Dose: As determined by physician. Sup: In 
5 dose (15 cc.) vials. 


Fleet-Enema, C. B. Fleet Co., Inc., Lynch- 


burg, Va. Each 100 cc. contains sodium 
biphosphate, 16 Gm.; sodium phosphate, 6 
Gm. As a routine enema, in preparation for 


proctoscopy and _ sigmoidoscopy. Dose: 
Adult, 4 oz. Sup: In single-use uniis of 
4!/> oz. 


Normacid, Stuart Co., Pasadena 4, Calif. 


Each tablet contains betaine hydrochloride, 
440 mg., pepsin, 32.4 mg., methyl cellulose, 
110 mg. As replacement therapy in all de- 
ficiencies of hydrochloric acid and chronic 
digestive disturbances as gas and bloating, 
in pernicious anemia, hypochromic macrocy- 
tic anemia, chronic ulcerated colitis. Dose: 
One tablet with each meal, where indicated, 
a second jablet may be taken shortly after 
a meal. Sup: In bottles of 100 and 1,000 
tablets. 


Pomalin, George A. Breon & Co., New York 


18, N. Y. Each tablespoonful contains sulfa- 
Suanidine U.S.P., 2.0 Gm.; pectin N.F., 
1.5%; kaolin, 20%; sodium benzoate U.S.P., 
0.118%; benzoic acid U.S.P., 0.1%. Anti- 
diarrheal agent in treatment of early bacil- 
lary dysentery, diarrheas of non-specific 
origin and as an adjunct in ulcerative coli- 
tis. Dose: Adults, | to 2 tablespoonfuls 


4 to 6 times daily; children 0.005 Gm., sulfa- 
guanidine per kg. of body weight. Sup: In 
bottles of 8 fl. oz. 


Pronapen Plus, Charles Pfizer & Co., Inc., 


Brooklyn 6, N. Y. Combination of 200,000 
units of crystalline procaine penicillin G 
300,000 units of crystalline dibenzylethyl- 
enediamine dipenicillin G and 100,000 units 
of penicillin G. To provide prompt high 
blood levels of the antibiotic followed by 
prolonger therapeutic and _ prophylactic 
levals in such diseases as acute gonorrhea, 
pneumonia, staph infections, syphilis, Vin- 
cent's infection, meningitis. Dose: By intra- 
muscular injection. Sup: As’ dry powder to 
which water for injection or other suitable 
diluent is added; in single dose vials con- 
taining .7 cc. by volume or in multiple dose 
vials of 7 cc., 6,000,000 units. 


Thiosulfil Suspension, Ayerst, McKenna & 


Harrison, Ltd., New York 16, N. Y. Con- 
tains 0.25 Gm. of sulfamethylthiadiazole in 
each 5 cc. For treatment of urinary tract 
infections. Dose: As determined by physi- 
cian. Sup: In bottles of 4 and 16 fl. oz. 
(new form) as well as in bottles of 100 and 
1,000 tablets. (0.25 Gm.). 


Verible Tablets, Sharp & Dohme, Inc., 


West Point, Pa. Each tablet contains 
dehydrocholic add, 60 Mgm., extract of 
ox bile, 60 Mgm., whcle desiccated and de- 
fatted pancreas 30 Mgm., choline dihydro- 
gen citrate, 150 Mgm. In bile salt replace- 
ment therapy, in gallbladder and liver syn- 
dromes to stmiulaté bile production and aid 
in fat digestion. Dose: One to 2 tablets 
3 times daily. Sup: In bottles of 100 tablets. 





e 
e 
e 
e 
a 
e 
e 
e 
e 
e 
e 
e 
€ 
e 
e 
oe 
se 
& 
- 


WITH 








VYlow \N ECONOMICAL 
POWDER FORM 


OR READY TO USE LIQUIDS 








346 


BARIDOL 


CLEARER, SHARPER, MORE DETAILED EXAMINATION 


Laboratory controlled: Code num- 
ber on each bottle insures Quality 
and Uniformity. 


WRITE TO 


PACIFIC CHEMICAL LABORATORIES 


Dept. C 617 Montgomery St., San Francisco, Calif. 


or ask your local dealer 
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Mpealing of ante — 


WHICH DO YOU PRESCRIBE? 


Regardless of which antacid you've been 
using, we believe you'll agree that most of 
them are rather good. 

Still, we'd like to remind you of 
Syntrogel® 'Roche'...because it acts fast 
(in a matter of seconds) and long (often 
for hours). For patients with heartburn 
or too much stomach acid, Syntrogel is 


really worth trying. 
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IN THE MANAGEMENT OF CONSTIPATION 


aN 
In the management of constipation bland bulk ascare 


helps to reestablish normal elimination. Mucilose represents 

an especially well suited product because it is of vegetable origin 
and absorbs 50 times its own weight of water, forming 

a bland, non-absorbable, non-digestible, soothing gel. 


With Mucilose there is the added convenience and ease of 


adjusting the dosage form to meet the clinical need of the patient. 
co 


the 


1 Mucilose Granules Special Formula (with dextrose), 
tins of 4 oz. and 1 Ib. Pleasant tasting, crunchy granules. 


Mucilose Flakes Special Formula (with dextrose), 
2 tins of 4 oz. and 1 |b. Pleasant tasting, easily 
dispersed in water or other liquids. 


Mucilose Flakes Concentrated, tins of 4 oz. and 1 lb. 
3 Sugar free (non-caloric), especially useful for the management of 
constipation in the diabetic and obese patient. 


4 Mucilose Compound Tablets, bottles of 100 and 1000. 
Mucilose with methylcellulose. Easy to swallow, convenient to carry. 





Mucilose with Cascara Granules, tins of 4 oz. 

5 Contain 1 grain of powdered cascara per heaping teaspoonful (5 Gm.). . 
Particularly valuable during transitional treatment of the 
confirmed user of strong laxatives. 


Mucilose should be taken with 1 or 2 glasses of water. 
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CONVENIENT 
on 

house 

calls 


CONVENIENT 
in 
the 
office 


CONVENIENT 
in 
the 
hospital 
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IN 
USE 
EVERYWHERE 


Steraje ct 


SYRINGE AND CARTRIDGES 


It’s the convenience of the PFIZER unbreakable 
STERAJECT Syringe and the full line of STERAJECT 
single-dose disposable cartridges that make this Pfizer 
innovation a favorite in office, home and hospital 
today. The current formulations of widely used anti- 
biotics and hormones include the following ready-for- 
use cartridges, each with sterile foil-wrapped needle: 











Penicillin G Procaine Crystalline in Aq Susp 
(300,000 units, 600,000 units and 1.000.000 units) 
Permapen’ Aq Suspensi (600,000 units DBED 
penicillin) 

Permapen Fortified Aq i (300.000 units 
DBED penicillin plus 300,000 units procaine penicillin) 
Combiotic® Aq Suspensi (400,090 units procaine 





penicillin plus 0.5 Gm. dihydrostreptomycin) 
Streptomycin Sulfate Solution (| Gm.) 


Dihydrostreptomycin Sulfate Solution (| (;m.) 


NOW Pfizer Syntex Steroids in Steraject form: 
Synandrol*-_ testosterone propionate, U.S.P., in sesame 
oil (25 mg., 50 mg., and 100 mg.) 

Diogyn’-— estradiol, U.S.P., in aqueous suspension (0.25 
mg. and 1.0 mg.) 

Syngesterone*— progesterone, U.S.P., in sesame oil (10 
mg., 25 mg., 50 mg. and 100 mg.) 

Combandrin*- — estradiol benzoate, U.S.P., (1 mg.) plus 
testosterone propionate, U.S.P., (20 mg.) in sesame oil 


PFIZER LABORATORIES, BROOKLYN 6.N.Y. 
DIVISION, CHAS. PFIZER & CO.,1NC. 











ANACAP. 


ways better than ever before 


) 





1 Greater tensile strength : One of the strongest silks 
ever created — smaller diameter sizes can be used every- 
where to minimize trauma and foreign body reaction. 


Q Withstands repeated sterilization;New Anacap Silk 
can be boiled or autoclaved stx separate times without ap- 
preciable change in either strength or texture. In laboratory 
tests almost the full original strength is maintained even 
after 23% hours of boiling. 





3 Easier to handle: Firmer, not limp, Anacap Silk speeds 
operative technic. Braided by a new method that minimizes 
“splintering” and “whiskering” it passes readily through 
tissues. The ease of handling Anacap makes it a “new ex- 
perience” in silk suturing. 


4 Absolute non- capillarity: Having no wick-like action, 
new Anacap Silk is resistant to body fluids and will BOL 
spread an early localized infection if it occurs. 

5 Doubly economical: Low in original purchase price, 
new Anacap Silk is also low in individual suture cost be- 





cause of its long sterilization life. 


In sizes 6-0 to 5 on spools of 25 and 100 yards; sterile in 
tubes with and without D ¢> G Atraumatic® needles attached. 


DAVIS «& GECK, INC. 


Fag ®) 
57 Willoughby Street €Q ‘Oxy Brooklyn. 1, N. Y. 
a 
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“THIOSULFIL: 


brand of sulfamethylthiadiazole 


the outstandingly effective sulfonamide 


in urinary tract infections 





quu wuldlein SUSPENSION 


greater solubility 

lower acetylation 

rapid transport to site of infection 
effective bacteriostatic action 


minimum toxicity 
No. 914—0.25 Gm. per 5 cc. 


bottles of 4 and 16 fluidounces 





low dosage levels 
no need for alkalinization theo TABLETS 


no forcing of fluids 


No. 785-—0.25 Gm. per tablet 
bottles of 100 and 1,000 





$339 





Detailed literature giving complete dosage regimens is available to physicians, 
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In Idiopathic Pruritus Ant 





Histar presents a combination of py- 
rilamine maleate (Merck), 2%, and 
an extract of selected crude coal tar, 
derived by an exclusive process of 
fractionation (Tarbonis brand), 5%, 
in an emulsified hydrophilic base, non- 
greasy and clean in application. The 
contained pyrilamine maieate is rec- 
ognized as of outstanding antihis- 
taminic value. The special tar extract 
in Histar is decongestant, anti-inflam- 
matory, and potently antipruritic. 
These two therapeutic agents appear 
to potentiate and complement each 
other's actions in a manner which may 
well be termed physiologic synergism. 


Histar is available on prescription 
in 2 oz. jars through all pharma- 
cies, and for dispensing and 
hospital purposes from supply 





Constantiy broadening clinical 
use has shown Histar to be of excel- 
lent value in allaying the torment of 
pruritus ani. Its contained pyrilamine 
maleate, reported to be considerably 
more potent than many topical anes- 
thetics, together with the notable anti- 
pruritic action of its special tar extract, 
assures the proctologist of rapid re- 
sponse, when Histar is prescribed in 
pruritus ani, whether secondary or 
idiopathic. 

THE TARBONIS COMPANY 


4300 Euclid Avenue + Cleveland 3, Ohio 
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THE TARBONIS CO., 4300 Euclid Avenue » Cleveland 3, Ohio 


You may send me samples of Histar. 
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DIAPHRAM 


ingle-Use unit of 4% oz. contains in each 

00 cce., 16 Gm. sodium biphosphate and 6 

m. sodium phosphate—an Enema Solution 
of PuospHo-Sopa (Fleet). 


The 
FLEET 
ENEMA 


Now in the new 





single-use disposable unit 





A distinctive feature of this unit is its sanitary rectal tube 
protected by the cellophane envelope. After the tube is 

in position, the enema solution is instilled by squeezing the 
polyethylene container. A special rubber diaphragm 
prevents leakage and provides controlled rate of flow. 


SEGMENTAL CATHARSIS with the Fleet Enema affords 
clinically proved’)*.*:+:> advantages for proctoscopy and 
sigmoidoscopy *—for preoperative cleansing and 
postoperative use* *—to relieve fecal or barium impactions'* 
—for use in collecting stool specimens *—as a routine enema. 
Extensive experience shows that “within two to five minutes 
the left half of the bowel empties completely 
without pain or spasm.”* 

1. Burnikel, R. H. & Sprecher, H. C.: Am. J. Dig. Dis. 

19:191, 1952. 
2. Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 
3. Marks, M. M.: Personal communication, 1952-1953. 
. Sweatman, C. A.: J. South Carolina M. A. 49:38, 1953. 


. Hamilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., 
Mosby, 1952, p. 69. 


there «4 only one 

FLEET ENEMA 

DOSAGE: Adults: 4 ounces. Infants and children: 
2 ounces or as directed by physician. 


‘Phospho-Soda’ and ‘Fleet’ are registered 
trademarks of C. B. Fleet Co., Ine. 


Available through your regular source of supply. 


C. B. FLEET COMPANY, INC. © 
Lynehburg, Va. 





Immediate symptomatic relief on 
application in 


HEMORRHOIDS 
PRURITUS 


NOT A SUPPOSITORY 
NOT AN OINTMENT 





Available at all pharmacies in bottles 
of 55 cc. (approx. 24 applications) 
with self-lubricating Rectal Applicator. 
Also for Office and Hospital use in 
‘Pint bottles. 





,. RECTALGAN spreads and 

. covers the entire:pathologic 
area. Its efficient anesthetic 
and antipruritic action is 
noted almost immediately. 
Simplicity of use and free- 
dom from distasteful fea- 
tures are appreciated by 
the fastidious patient. 





(€3) 


¢ 














Relief of 


PERINEAL PAIN 

in | 
OBSTETRICS and 
GYNECOLOGY 


| RECTALGAN relieves Peri- 
neal Pain and apprehen- 
sion in pre and postopera- 
tive care, examinations 
and bowel movements. 
Also permits correction of 

"painful hemorrhoids. 





RECTALGAN 





Car- 


Menthol 0.5%, 


Ephedrine Alk. 0.125%; dissolved in 


Oils (MALLON PROCESS). 














STRICTLY ETHICAL * ADVERTISED ONLY TO THE PROFESSION 
Scientific and Clinical data sent on request 


FORMULA: Benzocaine 4.5%, 


bolic Acid 1.75%, 





MALLON DIVISION — Makers of RECTALGAN — 100 Varick Street, New York 13, N.Y. 


Division of 














for the patient with rectal constipation... 


X-ray 24 hours after barinm 
meal shows evacuated de- 
scending colon, with a piling 
up in the rectum and lower 
sigmoid. Bulk stimulation of 
unresponsive colonic and rec- 
tal musculature is indicated. 


Cellothyl 


the original methylcellulose “peristaltic” 


corrective bulk in preferred form 


Obstinate constipation, even of long standing, 
is corrected by the peristalsis-stimulating bland 
bulk provided by Cellothyl tablets. 

When taken daily with adequate fluid, Cellothyl 
helps restore more normal evacuations of soft, 
formed stools. 


Prescribe three tablets t.i.d. with plenty of 
fluids. Reduce the dose gradually as more normal 
function returns. Bottles of 100, 500 and 5000. 


—we 





WARNER-CHILCOTT 
at nbstusunins 


NEW YORK 








ae 
once, 
Tao my 
spmneedics 


try ‘Quotane’ 





‘Quotane’—S.K.F.’s remarkable new topical anesthetic—will stop 


itching and relieve pain in virtually every type of skin condition. 


‘Quotane’ anesthetizes itching areas, eliminating sensations 


of pain and itching. 


Quotane’s low sensitization index makes it the safest of the topical 


anesthetics (‘Quotane’ is not related to the ‘‘-caine’’ compounds). 


QUOTANE” OINTMENT 


for dry lesions 


(1 oz. tubes) 





QUOTANE” LOTION 


for moist lesions 


(2 fl. oz. squeeze bottles) 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for dimethisoquin hydrochloride, S.K.F. 











| SOOTHING, READY-TO-USE PADS 
- REPLACE HARSH TOILET TISSUE 


What ane they-? 


Tucks are pure, soft outing flannel pads 
moistened and mildly medicated with a special 
Solution containing witch hazel and glycerin. 


Cunt, thorougty 


Being moist, Tucks clean the pruritic area com= 
pletely, removing all vestiges of contaminating 
fecal material. Being soft, they cannot irritate 
Sensitive anal tissue and cause further aggravation. 


Mazorily, i 


Numerous clinical reports indicate that a majority 
of cases of anal pruritus will show appreciable 
improvements when Tucks are prescribed to replace 
toilet tissue. Tucks have been recommended further 
as a prophylactic measure against all forms of 
anorectal disease which may be caused or aggravated 
by improper anal hygiene. We suggest you try 

Tucks for your next case of anal pruritus. 


How auppliod, 


Tucks are provided in jars of 100. A supply for 
trial will be sent you upon written request. Address 
Dept. A-5, Fuller Pharmaceutical Co., 715 So. 10th St., 
Minneapolis 4, Minn. 













Mildly medicated cleansing cloths 
Benadex * Benzocones * Hydrocil 
Hydrocil Fortified * products of 








PHARMACEUTICAL COMPANY 
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BIFACTON 
FIRST U.S.P.-APPROVED INTRINSIC FACTOR PRODUCT 


éach BIFACTON une 


provides an intimate mixture of intrinsic factor 
concentrate and vitamin B12. The remarkable purity 
and potency of intrinsic factor in Bifacton enables 
for the first time convenient, reliable oral vitamin 
B:2 therapy for the pernicious anemia patient and 
others, particularly the aged, whose intrinsic factor 
secretion is deficient. Bifacton represents the first 


vitamin B.2 preparation which may be prescribed 





with confidence for all patients. 


Two tiny 
Bifacton tablets 
per day 
provide 
2U0S2P. 
Anti-Anemia 
Unit 
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WOCHER’'S—SPECIALISTS IN 
cme en INSTRUMENTS 
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BARR-SHUFORD 
SPECULUM 


Ideal for examination or in- 
jection. Easy to insert and 
withdraw. Length 414”. 


JPR 10300, Price. .$15.00 






PRATT’S 
IMPROVED 
SPECULUM 


Ring lock that 
holds _ securely 
and automati- 
cally as the spec- 
ulum is opened. 
Examining or 
Operating. Stain- 
. ; ® less Steel. 

=— JPR 10420, 
BARR’S CAUTERY CLAMP Price . . . $20.00 
A heavy clamp with beveled, curved blades. 
Broad tips prevent overriding. Stainless Steel. 


pig) ita BU 2 2 $13.50 


LUDWIG’S CRYPT HOOK 


Rigid shank with slender, tapered hook. Grooved for ligature. 
Stainless steel. JPR 10625, Price............cccceeeee $5.50 


NG suanp oes 


FURRY’S CRYPTOTOME 


Correct model as made by us for Dr. Furry. Razor sharp blade with 
smooth, slender tip. Length 8”. JPR 11020, Price....... $7.00 


FREE CATALOG OF RECTAL 
INSTRUMENTS. WRITE FOR IT! 


























i 








9 


MAKERS OF SURGICAL INSTRUMENTS 
609 COLLEGE ST. CINCINNATI 2, O. 
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“HANDS AWAY!” 


...an order frequently 
repeated to the patient 
with pruritus, urticaria, 
contact dermatitis or 
multiple insect bites — 
but an order which 
can be gratefully 


followed when — 


PERAZLL... CREAM 1% 


CHLORCYCLIZINE HYDROCHLORIDE 


... 1s the choice of the clinician for topical antihistamine therapy. 


@ provides prompt relief through a local 
anesthetic action 


@ provides prolonged relief through 
local counteraction of histamine 


® minimal index of sensitization 

@ prepared in a cosmetic-type, non-greasy, 
cream base 

TUBES OF 1 OZ. 


GLASS JARS OF 1 LB. 


bral Burroughs Wellcome & Co. (U.S.A.) Ine. 
Tuckahoe 7, N. Y. 





Vs 








tt FOR EVERY PATIENT 


(even in heart cases) 


CLYSEROL 


o-MINUTE ENEMA SOLUTION IN A DISPOSABLE PLASTIC CONTAINER 































No longer is it necessary to prescribe certain mix- 
tures for enemata to be given in particular cases; 
Clyserol may be safely given to all patients regard- 
less of age, and has proved safe even in difficult 
heart cases through four years of clinical testing. 


THIS MILD SOLUTION may be used both as a 
retention and a cleansing enema; it is non-toxic, 
cannot disturb digestion, is not absorbed, and does 
not interfere with acid base or fluid balance. 


ADMINISTERED IN OUNCES instead of 
pints, it prevents the painful ballooning which 
causes patient dread of enemas .. . it may be 
adminstered in about five minutes instead of the 
30 to 45 minutes ordinarily required for a high- 
fluid enema. (Knee-chest position is recom- 
fr 

PRE & POST-OPERATIVE USE 
BARIUM PREP OR IMPACTION 

COLOSTOMY PATIENTS 
PROCTOSCOPY ¢ OBSTETRICS 
INFANTS & AGED PATIENTS 

DEBILITATED PATIENTS 

DIVERTICULITIS 

STQOL CULTURE ¢ Etcetera 
. . wherever and when- 
ever cleansing of the 
major bowel is required, 


mended; for disabled patients, may be ad- 
ministered with catheter.) 


DISPOSIBLE PLASTIC CONTAINER is used 
for only one patient and then discarded. No 
cleaning up, no sterilizing, and Clyserol may be 
kept indefinitely without deterioration of solu- 


tion or container. 


Samples and literature on request. 









FIRST MAJOR ADVANCE IN ENEMA SOLUTION 
AND METHOD IN A HUNDRED YEARS.... 







CONTENTS: Each 100 c.c, contains 
4.87 grams Disodium Phosphate and 
13.83 grams Monosodium Phosphate 


eee ee esiaiiiin ili tee 


1533 WEST RENO, OKLAHOMA CITY, OKLAHOMA 
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a specific use in 


almost every practice 


ADRENALIN 


Introduced to the medical profession by the Parke- 
Davis Research Laboratories in 1901, ADRENALIN 
(epinephrine, Parke-Davis) is one of the best known 
and most widely used of all drugs. Its value and versa-_, 
tility are indicated by its wide application— 
In Medicine, ADRENALIN is a standby for relieving 
asthmatic paroxysms. It is a specific in Adams-Stokes 
syndrome, and is of great value for protein shock, nitri- 
toid crises, serum sickness, urticaria, angioneurotic 
edema, and other allergic reactions. 


In Surgery, ADRENALIN is employed to prolong local 
anesthesia by delaying absorption of the anesthetic 
agent, and to control hemorrhage. i 


In Obstetrics, ADRENALIN is used as a uterine relaxant. 


In Anesthesiology, ADRENALIN is used to overcome 
cardiac arrest. 


In Ophthalmology, ADRENALIN reduces intraocular 
pressure, vascular congestion, and conjunctival edema. 


In Otolaryngology, ADRENALIN controls hemorrhage ADRENALIN is available as ADRENALIN Chlo- 

] rid t d ti ride Solution 1:1000, ADRENALIN _Chloride 
BREA Bente new gear nec comune Solution 1:100, ADRENALIN In Oil 1:500, 
ADRENALIN Ointment 1:1000, ADRENALIN 

Suppositories 1:1000, ADRENALIN Hypodermic 

Tablets 3/200 grain, and in a variety of other 

forms to meet medical and surgical requirements. 


Dauris ¥ Gon 


DETROIT, MICHIGAN 























hemorrhoids 
pruritus ani 


perianal 
dermatitis 


proctitis 








new, effective, faster, safer treatment 


anthoderm 


first and only topical therapy to contain panthenol 


CLINICALLY EFFECTIVE — new studies!,2 show that topical pantneno1 
(analog of pantothenic acid) ‘‘favorably influenced the course of various 
ulcerative and pyogenic dermatoses. A majority healed and many 
showed various degrees of improvement.’’ Even long standing con- 
ditions resistant to other therapy seem to respond to Panthoderm 
Cream which... 


¢ relieves pain and itching 


¢ promotes granulation and healing 


PLEASANT TO APPLY —non-staining, smooth-spread- 
ing; nontoxic, relatively non-sensitizing. 


1 oz. tubes, 
2 oz. and 1 Ib. jars 





Samples and reprints!,2 on request 


U.S. VITAMIN CORPORATION 


Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17. N. Y. 











a 
PRURITUS ANI 


Almost complete control 
over this annoying syn- 
drome. 

Prompt relief from single 
treatment lasting a week to 
months, some apparently 
permanent. 

Numbers of cases, six 
months to a year without 
need of further treatments. 

Proof sample sufficient to 
convince the most skeptical. 


The Nox-0-Dine Company 


| 706 Goodwyn Institute, Memphis, Tenn. 
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MEDICAL ILLUSTRATIONS 
CHARTS, GRAPHS AND SLIDES 
MADE TO ORDER 


MEDICAL ART AND SLIDE SERVICE, 676 Northern Bivd., Great Neck, N. Y. 
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INTERNATIONAL ACADEMY 
OF PROCTOLOGY 


FOURTH ANNUAL CONVENTION 
June 6, 7, 8, 1952 
THE EDGEWATER BEACH 


Chicago, Ill. 














Members of the medical profession, whether or not affiliated with the 


Academy, are cordially invited to attend the convention sessions. 
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President-elect 
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tion floor. 


MEETINGS are held on Daylight Saving Time and will begin promptly at the time specified. 
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P rogram 


FOURTH ANNUAL CONVENTION 
INTERNATIONAL ACADEMY OF PROCTOLOGY 


SCIENTIFIC SESSIONS 
JUNE 6, 7, 8, 1952 ° 
THE EDGEWATER BEACH 
Chicago, Illinois 
FRIDAY, JUNE 6, 1952 
8:30 A.M. 
ANNUAL MEETING GF THE ACADEMY 
FIRST SESSION 
FRIDAY MORNING, JUNE 6, 1952 
Chairman: Epcar Scorr, M.D., F.LA.P. 
Secretary: WILLIAM LigEBERMAN, M.D., F.I.A.P. 
9:30 A.M. 
1. “Anatomy of Anorectal Region”. 
Speaker 
Davw S. Jones, Ph.D., M.D., Chicago, Ill., Associate Professor of Anatomy, 
Stritch School of Medicine of Loyola University; Associate Staff, St. 
Anne's Hospital, (By invitation). 
10.00 A.M. 
2. “Pathology of Rectal Disease”’. 
Speaker 
GrorcE J. Ruxsiinat, B.S., M.D., F.1.C.S. (Pathology), Chicago, IIl., Cinical 
Professor of Pathology, Stritch School of Medicine of Loyola University; 
Pathologist to Holy Cross, Loretto and Cook County Hospitals, (By 
invitation ). 
10:30 A.M. 
General Discussion 
10:50 A.M. Recess 
Chairman: Evan Reese, M.D., F.I.A.P. 
Secretary: Harry Gussin, B.S., M.D., F.1.A.P. 
11:00 A.M. 
3. “A Controlled Exteriorized Rectum’. 
Speakers 
H. A. Sprincer, M.D., M.Sc., F.LC.S., F.LA.P., Cincinnati, Ohio: Attending 
Surgeon, Deaconess and St. Francis Hospitals; J. O. Porter, M.D., 
F.1.A.P., Cincinnati, Ohio, Attending Surgeon, Deaconess and St. 
Francis Hospitals, and THroporr Minces, M.D., F.I.A.P., Cincinnati, 
Ohio, Attending Surgeon, St. Francis Hospital. 
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11:20 A.M. 
4. “Anesthesia in Rectal Surgery”. 
Speakers 
Max S. Savove, B.S., M.D., F.A.C.A., F.LC.S,. (Anesthesia) Hines, l., 
Protessor of Surgery (Anesthesia), University of Illinois College of 
Medicine; Head of Department of Anesthesia, Research and Educa- 
tional Hospitals, University of Illinois and Veterans Administration 
Hospital, (By invitation) and Leonarp Kowatski, M.D., F.LA.P., 
Chicago, ill, Resident in Ancsthesia, Research and Educational 
Hospital. 
11:40 A.M. 
5. “A Classification of Colostomies on an Atomical and Functional Basis’. 
Speaker 
MaNnueEL E. Licurenstein, M.D., F.A.CS., F.LC.S., Chicago, Ill., Protessor 
of Surgery, Cook County Graduate School of Medicine; Associate Pro- 
fessor of Surgery, Nortiiwestern University Medical School; Attending 
Surgeon Cook County, Michael Reese and Norwegian-American Hos- 
pitals, (By invitation). 
12:00 Noon 
General Discussion 
12:15 P.M. Luncheon. 
SECOND SESSION 
FRIDAY AFTERNOON, JUNE 6, 1952 
Chairman: Epwarp Krot, B.S., M.D., F.LC.S., F.1.A.P. 
Secretary: BERNARD FRANCIS TaBaka, B.S., M.D., F.LA.P. 
1:30 P.M. 
6. “Hemorrhoidectomy: A Review of all Types of Surgery for Hemorrhoids”. 


Speaker 
CarsaR Portes, B.S., M.D., F.1.A.P., Chicago, Ill., Associate in Proctology, 


Chicago Medical School; Senior Attending Surgeon, Henrotin Hospital; 
Proctologist, Columbus Hospital. 
1:50 P.M. 
7. “Carcinoma of the Right Colon”. 
Speaker 
Cuarces B. Puesrow, M.D., F.A.C.S., Chicago, IIl., Clinical Professor of 
Surgery, University of Illinois College of Medicine; Chief of Surgical 
Service, Veterans Administration Hospital, Hines, Ill, Surgeon, Re- 
search and Educational Hospitals, University of Ill. College of Medi- 
cine; Senior Surgeon, Henrotin Hospital. (By invitation). 
2:10 P.M. 
8. “Trends in the Treatment of Carcinoma of the Left Colon and Rectum”. 


Speaker 
Ear.e I. Green, S.B., M.D., M.S. (Surgery), F.A.C.S., Chicago, Ill, Pro- 


fessor and co-chairman, Departrnent of Surgery, Chicago Medical 
School; Professor of Surgery, Cook County Graduate School; Attending 
Surgeon, Cook County and Mount Sinai Hospitals; Surgeon, Grant 
Hospital, ( By invitation). 
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2:30 P.M. 
9. “Evaluation and Treatment of Intestinal Infections Associated with Low 
Grade Pathogenic Bacteria”. 


Speakers 
Aubert Miuzer, M.D., Ph.D., Chicago, Ill., Director, Department of Bac- 
teriology and Virology, Michael Reese Hospital; HELEN MacLean, B.S., 
Chicago, IIl., Chief Assistant Bacteriologist, Michael Reese Hospital and 
Naomi McE.waing, B.S., Chicago, IIl., (By invitation). 
2:50 P.M. , 


General Discussion 
3:10 P.M. Recess 


Chairman: H. A. Sprincer, M.D., M.Sc., F.LC.S., F.LA.P. 
Secretary: FRANK F. Frawer, M.D., F.A.C\S., F.LA.P. 
3:20 P.M. 


10. “A Method of Reconstructing the Sphincter Mechanism in Anal 
Incontinence’. 


Speaker 
Jouw Ruzic, M.D., Chicago, Ill., Chief of Surgical Service, Holy Cross Hos- 
pital, (By invitation). 
3:40 P.M. 


11. “The Relationship of Anorectal Complications Encountered in Obstetrics 
and Gynecology”. 


Speaker 
Harry O. Maryan, B.S., M.D., M.S., Chicago, Ill., Chief of Obstetrics and 
Gynecology, Frank Cuneo Memorial Hospital: Consultant in Obstetrics, 
Augustana and Frank Cuneo Memorial Hospitals, (By invitation). 
4:00 P.M. 
12. “Allergic Manifestations of Anorectal Disease”. 
Speaker 
Joun J. Lorentz, B.S., M.S., Ph.D., M.D., Methuen, Mass., Proctologist, 
Bon Secours Hospital, Proctologist, Lawrence General Hospital. 
4:20 P.M. 
General Discussion 
THIRD SESSION 
, SATURDAY MORNING, JUNE 7, 1952 
Chairman: Carsar Portes, B.S., M.D., F.1.A.P. 
Secretary: Louis B. GotpMan, M.D. 
9:00 A.M. 


13. “Experimental Physiological and Clinical Studies in the Development of 
Invert Sugar for Parenteral Feeding”. 


Speaker 
Jacos J. Weinstein, M.D., F.A.C.S., F.LC.S., F.LA.P., Washington, D.C,, 
Associate in Surgery, George Washington University School of Medi- 
cine; Associate in Surgery, George Washington University Hospital; 
Associate in Surgery, Gallinger Municipal Hospital. 
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9:20 A.M. 
14. “Histochemistry of the Gastrointestinal Tract”. 
Speaker 
GrorcE Gomori, M.D., Ph.D., Chicago, IIl., Department of Medicine, Uni- 
versity of Chicago, (By invitation). 


9:40 A.M. 
15. “Diverticulitis of Colon, Surgical Management”. 
Speaker 
Leon J. Artes, M.D., Ph.D., F.A.C.S., F.I-C.S., Chicago, IIl., Assistant Pro- 
fessor of Surgery, Northwestern University Medical School; Assistant 
Professor of Surgery, Cook County Graduate School, (By invitation). 


10.00 A.M. 
General Discussion 


10:20 A.M. Recess 
Chairman: Earu J. Hatuican, M.D.. F.A-C.S,, F.LC.S., F.LA.P. 
Secretary: CARMEN Scupert, M.D., F.L.A.P. 


10:30 A.M. 
16. “Pitfalls in Proctologic Surgery”. 
Speaker 
Donatp Ciark Co tins, B.A., M.D., M.S. (Pathology), M.S. (Surgery), 
Sc.D., F.A.C.S., F.LC.S., F.1.A.P., Los Angeles, Cal., Assistant Professor 
of Surgery, College of Medical Evangelists, Senior Attending Staff, 
Hollywood-Presbyterian Hospital. 


10:50 A.M. 
17. “Multiple Primary Carcinoma of Intestinal Tract”. 
Speaker 
Wituiam P. Situ, B.Sc., M.D., F.A.C.S., Columbus, Ohio, Director of 
Surgery, White Cross Hospital, (By invitation). 


11:10 A.M. 
18. “Complications and Pittalls in Technic of Abdomino-Perineal Resections 
in both Males and Females”. 


Speaker 
Harry BerMan, M.D., A.LC.S., Brooklyn, N. Y., and Frank S. MAINELLA, 
M.D., Brooklyn, N. Y., (By invitation). 


11:30 A.M. 


General Discussion 


12:00 Noon Luncheon 
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FOURTH SESSION 
SATURDAY AFTERNOON, JUNE 7, 1952 
Chairman: Jacos J. Wernstern, M.D., BACS: Fabes. 
Secretary: FEeLix Winskunas, M.D. 
1:30 P.M. 
19. “Diagnostic Problems in Carcinoma of the Colon”. 
Speaker 
Cuarves J. WeiceL, M.D., F.1.A.P., Chicago, Ill. 
1:50 P.M. 
20. “Diagnosis and Treatment of Amebiasis”. 


Speaker 
Frank VaL Dez, M.D., Chicago, ill., Department of Medicine, Stritch School 


of Medicine of Loyola University, (By invitation). 
2:10 P.M. 
21. “Rectal Diseases Related to Gynecology”. 


Speaker 
Aucust F. Daro, M.D., F.I.C.S., Chicago, IIl., Professor of Obstetrics, Cook 


County Post-Graduate School; Associate in Obstetrics and Gynecology, 
University of Illincis School of Medicine; Attending Obstetrician, Cook 
County Hospital; Head of Obstetrical Department, Columbus Hospital, 
( By invitation). 
2:30 P.M. 
General Discussion 
2:50 P.M. Recess 
Chairman: DonaLp CLark Co.uins, B.A., M.D., M.S., F.L.A.P. 
Secretary: AMIL J. JoHNsoN, B.S., M.D. 
3:00 P.M. 
22. “Some Pitfalls in Proctologic Practice”. 


Speaker 
W. D. Crark, A.B., M.D., Vancouver, Wash., Staff. Vancouver Memorial 


Hospital and St. Joseph’s Hospital. 
3:20 P.M. 
23. “Blood Volume”’. 
Speaker 
Eart J. Hautiican, M.D., F.A.C.S., F.LCS., F.LA.P., Jersey City, N. 
J., Chief Surgeon and Director of Surgery, Jersey City Medical Center, 
Chief Surgeon, St. Francis Hospital, Consulting Surgeon, Margaret 
Hague Maternity and St. Mary's Hospitals. 
3:40 P.M. 
General Discussion 
6:30 P.M. 
ANNUAL BANQUET AND DANCE—THE EDGEWATER Beacu, Chicago, III. 
By Reservation. Tickets may be obtained at the registration desk. 
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SUNDAY, JUNE 8, 1952 


Chairman: Epcar Scott, M.D., F.I.A.P. 


ALL DAY 
Teaching Films Depicting Surgery of the Anus, Rectum and Colon. 
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OFFICERS AND BOARD OF TRUSTEES 


President 
EDGAR SCOTT, M.D. 
Birmingham, Ala. 


President-elect 
EDWARD KROL, M.D. 
Chicago, III. 


Ist Vice-President 
DONALD C. COLLINS, M.D. 
Hollywood, Calif. 


2nd Vice-President 
NORMAN ALBERT, M.D. 
Johnston City, Ill. 


8rd Vice-President 
HARRY A. GUSSIN, M.D. 
Chicago, IIl. 


International Secretary-General 
EARL J. HALLIGAN, M.D. 
Jersey City, N. J. 


Secretary 
ALFRED J. CANTOR, M.D. 
Flushing, N. Y. 


Treasurer 
WILLIAM LIEBERMAN, M.D. 
Brooklyn, N. Y. 


CARROLL J. BELLIS, M.D. 
Long Beach, Calif. 


HENRY A. SPRINGER, M.D. 
Cincinnati, Ohio 


FRANCIS B. TABAKA, M.D. 
Chicago, Iil. 


LOUIS S. WEGRYN, M.D. 
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MANUEL G. SPIESMAN, M.D. 
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PAUL LAHVIS, M.D. 
Gowanda, N. Y. 


CAESAR PORTES, M.D. 
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JACOB J. WEINSTEIN, M.D. 
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REGISTRATION—AIl members and guests should register. Identification badges for admit- 
tance to meetings will be given to those who register. These should be worn at all times 
during the session. Registration will take place at the registration desk on the conven- 
tion floor. 


MEETINGS are held on Daylight Saving Time and will begin promptly at the time specified. 
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FIFTH ANNUAL CONVENTION 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
SCIENTIFIC SESSIONS 
JERSEY CITY MEDICAL CENTER 
May 28, 1953 
THE PLAZA HOTEL 
May 29, 30, 31, 1953 
New York, N. Y. 


FIRST SESSION 
THURSDAY MORNING, MAY 28, 1953 


Chairman: Eart J. Hatzican, M.D. 
Secretary: Louis L. PERKEL, M.D. 


9:00 A.M.—Techniques of Colon and Anorectal Surgery. 

(Wet Clinic) Operating rooms of Jersey City Medical Center. 
12:15 P.M.—Luncheon 

Medical Center Staff Dining Room. 


SECOND SESSION 
THURSDAY AFTERNOON, MAY 28, 1953 


2:00 P.M. through 
5:00 P.M.—Surgical Seminar 
Scientific Papers: Medical Center Staff. 
2:00 P.M.—l1. “Diverticulosis of the Colon” 
Speaker: WatTEeR T. Cuapman, M. D., F.A.C.S., F.LC.S., Visiting Surgeon, 
Jersey City Medical Center; St. Francis Hospital, Associate Surgeon Bayonne 
Hospital. 
2:30 P.M.—2. “Blood Volume Studies in the Pre-Operative and Post-Operative Care 
of Surgical Patients”’ 
Speaker: Invinc MarsuHati, M.D., F.LA.P., F.A.C.S., Visiting Surgeon Jersey 
City Medical Center. 
3:00 P.M.—3. “Polyps of the Colon and Rectum” 
Speaker: J. KENNETH CatLaw, M.D., F.A.C.S., F.LA.P., Visiting Surgeon Jersey 
City Medical Center; St. Francis Hospital. 
3:30 P.M.—4. “Some Diagnostic Problems in Colonic Lesions” 
Speaker: Louis L. Perxet, M. D., F.A.C.P., Attending Physician and Gastro- 
enterologist, Jersey City Medical Center, Consultant Gastroenterologist, 
Margaret Hague Maternity, St. Francis, North Hudson and Pollak Chest 
Diseases Hospitals, and LEonarp Troast, M.D., Attending Physician, Jersey 
City Medical Center. 
ScrIENTIFIC EXHIBIT: 


“Carcinoma of the Colon” — A Comparison of Roentgen and Operative 
Findings. 
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FRIDAY, MAY 29, 1953 
8:00 A.M.—Annual Meeting of the Academy 


THIRD SESSION 
FRIDAY MORNING, MAY 29, 1953 


Chairman: Donatp C. Co.iins, M.D. 
Secretary: ALFRED J. Cantor, M.D. 


9:00 A.M. 


9:30 A.M.—1. Po-meg Problems Concerning Both the Gynecologists and Proctologists 
i e” 
Speaker: Gitpert F. Douctas, M.D., F.A.C.S., F.L.C.S., Birmingham, Alabama, 
Associate Professor of Gynecology, Medical College of Alabama, Chairman 
of Board of Regents, United States Section, International College of Sur- 
geons (By invitation); Georce C. Douc.as, B.S., M.D., Captain, Medical 
Corps, USAF; Witu1am W. Dove tas, B.S., M.S.; Gmpert F. Douc.as, Jr., 
B.S., M.D., Birmingham, Alabama. 


10:00 A.M.—2. “Chronic Diarrheas—Diagnosis and Medical Maypagement” 
Speaker: Leo L. Harpt, M.D., Chicago, IIl., Cook County Postgraduate School 
of Medicine, Stritch School of Medicine of Loyola University, Henrotin 
Hospital. (By invitation ) 
10:30 A.M.—3. “Physiological Principles Applied in Treatment of Rectal Herniae”’ 
Speaker: Henry A. Sprincer, M.D., M.Sc., F.IL.C.S., F.1.A.P., Senior Attendant 
Deaconess and St. Francis Hospitals. 
11:00 A.M.—4. “‘Ravocaine, Its Evaluation In Rectal Surgery” 
Speaker: Max S. Savove, B.S., M.D., University of Illinois College of Medicine, 
Research and Educational Hospitals, Veterans Administration Hospital, 
Hines, IIl., and Frepericx Lirwin, B.S., M.D., Hines Veterans Administra- 
tion Hospital, and Lronarp F. Kowatskt, B.S., M.D., University of 
Illinois Research & Educational Hospital. 
11:30 A.M.—5. “Recent Advances in the Study of Inflammation’’ 
Speaker: Hans SEtyr, M.D., Ph.D., D.Sc., F.R.S.(C), Director of the Institute 
of Experimental Medicine and Surgery at the University of Montreal, 
Canada. (By invitaton) 





Annual Message to Academy by President 


12:00 Noon—General Discussion 


12:15 P.M.—Luncheon 


FOURTH SESSION 
FRIDAY AFTERNOON, MAY 29, 1953 


Chairman: Epwarp J. Krot, M.D. 
Secretary: Henry A. Sprincer, M.D. 


1:30 P.M.—6. “Techniques Suitable For The General Practitioner” 
Speaker: Norman I. Aubert, M.D., F.LA.P., Staff of Herrin Hospital, Herrin, 
Ill., Miners Hospital, Christopher, Ill., U.M.W.A. Hospital, West Frank- 
fort, Il. 


7. “Surgical Problems of the Recto-Sigmoid”’ 
Speaker: DonaLtp C. Couutns, B.A., M.D., M.S. (Path.), M.S. (Surg.), Sc.D., 
F.A.C.S., F.I.C.S., F.LA.P., Senior Attending Staff, Hollywood Presbyterian 
Hospital, Los Angeles, Calif., Senior Consulting Staff, St. Joseph’s Hospital, 
Burbank, Calif., Junior Visiting Surgeon, Los Angeles County General Hos- 
pital, Los Angeles, Calif., Assistant Professor of Surgery, College of Medical 
Evangelists. 
2:30 P.M.—8. “The Surgical Viewpoint in the Treatment of Ulcerative Colitis’ 
Speaker: L. Krarer Fercuson, A.B., M.D., Professor of Surgery, Women’s 
Medical College of Pennsylvania and Graduate School of Medicine Uni- 
versity of Penna., WiL1AM A. SHaAveER, M.D., Resident in Surgery, Graduate 
Hospital, Philadelphia. 


2:00 P.M. 











PROGRAM V 








3:00 P.M.—9. ‘‘Non-malignant Granulomatous Lesions of the Recto-Sigmoid” 
Speaker: Invinc Raproce., M.D., F.I.A.P., Pennsylvania Hospital, Ft. Worth, 
Texas; and Jack Furman, M.D., Pennsylvania Hospital, Ft. Worth, Texas. 
3:30 P.M.—10. “Physical Medicine in Proctology” 
Speaker: Ferpinanp F. Scuwartz, A.B., B.S., M.D., Assistant Professor of 
Clinical Medicine, Medical College of Alabama, Baptist Hospitals, Jefferson- 
Hillman Hospital, South Highland Infirmary, Birmingham, Ala. 
4:00 P.M.—11. “The Prevention of Post-Operative Complications” 
Speaker: ALEXANDER So.osko, M.D., Director of Surgery, Meyersdale Com- 
munity Hospital, Meyersdale, Penna. 
4:30 P.M.—12. “Newer Developments in Diagnosis and Therapy of Carcinoma of the 
Colon and Rectum in 1953” 
Speaker: Eart J. Hatuican, M.D., F.A.C.S., F.1LC.S., F.I.A.P., Director of 
Surgery and Chief Surgeon Jersey City Medical Center, Chief Surgeon St. 
Francis Hospital, Attending Surgeon Margaret Hague Hospital, Consulting 
Surgeon St. Mary’s Hospital, Hoboken, Rahway Hospital. 


5:00 P.M.—General Discussion 


FIFTH SESSION 
SATURDAY MORNING, MAY 30, 1953 


Chairman: Jacos J. WeErnsTEIN, M.D. 
Co-Chairman: W1LL1AM LIEBERMAN, M.D. 
Secretary: Epcar M. Scorrt, M.D. 


9:00 A.M.—13. “Injuries to the Anus and Rectum During Delivery: Their Causes, 
Prevention and Treatment” 
Speaker: SamMuEL Mayer Dopex, A.B., M.A.(Obs.), M.D., F.A.C.S., Assistant 
Clinical Professor of Obstetrics and Gynecology, School of Medicine, George 
Washington University, Washington, D. C., Attending Obstetrician, George 
Washington University Hospital, Washington, D. C. (By invitation) 
9:30 A.M.—14. “Anesthetic Problems and Complications in Anorectal Surgery” 
Speaker: Witt1aM E. Bacreant, M.D., Chief of the Department of Anes- 
thesiology, Garfield Memorial Hospital, Fellow of the American Board of 
Anesthesiology, Fellow of the American College of Anesthesiology. (By 
invitation ) 
10:00 A.M.—15. “Serial Serum Cholesterol Determinations in Acute, Fulminating, Non- 
specific Ulcerative Colitis—Their Relationship to Prognosis and 
Therapy” 
Speaker: EuGENE S. GLApspEN, M.D., Associate in Medicine George Washington 
University Hospital and Consultant in Gastroenterology Gallinger Municipal 
Hospital. (By invitation) 
10:30 A.M.— 16. “Factors That Contribute to Lower Mortality in Colon Surgery” 
Speaker: Cuartes S. Wuire, M.D., Sc.D. (hon.), Head of the Department of 
Surgery, Doctors Hospital, Washington, D. C. (By invitation) 
11:00 A.M.—17. “Clinical and Pathological Study of Rectal and Sigmoid Polyps” 
Speaker: Jacos J. Wetnstetn, M.D., F.A.C.S., F.LA.P., F.I.C.S., Associate in 
Surgery, George Washington University School of Medicine, Gallinger 
Municipal Hospital, Washington, D. C. 
11:30 A.M.—18. “Management of Diabetes Before, During and After Anorectal and 
Colon Surgery” 
Speaker: Maurice Proras, A.B., M.D., Associate in Medicine George Wash- 
ington University School of Medicine, Chief of Diabetic Division Doctors 
Hospital, Associate Head of the Department of Medicine Doctors’ Hospital, 
Consultant in Diabetes at Glenn Dale Sanatorium in Glenn Dale, Md., 
Member of the Committee of Education in Diabetes Detection of the 
American Diabetic Assn. (By invitation) 


12:00 Noon—General Discussion 


12:15 P.M.—Luncheon 
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SIXTH SESSION 
SATURDAY AFTERNOON, MAY 30, 1953 


Chairman: Earu J. Hauuican, M.D. 
Secretary: CarsaR Portes, M.D. 


1:30 P.M.—19. “Volvulus of Sigmoid, Diagnosis and Treatment” 
Speaker: Epwarp J. Kron, B.S., M.D., F.LC.S., F.1.A.P., Clinical Assistant in 
Surgery, Stritch School of Medicine, Loyola University; Senior Surgeon, 
Holy Cross Hospital, Chicago, IIl., and Frances B. Tasaxa, B.S., M.D., 
F.I.A.P., Attending Associate Surgeon, Columbus Hospital, Chicago, Ill. 


2:00 P.M.—20. “Cavernous Hemangioma of Rectum”’ 

Speaker: Francisco PuENTE Perepa, M.D., F.1.A.P., Head of the Emergency 
Surgical Service at the Social Security Hospital, Professor of Surgical Tech- 
nique, Medical School, Mexico City and Haro Y. Paz, M.D., Professor of 
Gastroenterology, Medical School, Mexico City. 

P.M.—21. “Polypectomy”’ 

Speaker: WiLL1AM LIEBERMAN, A.B., M.D., F.IA.P., Proctologist, Unity Hos- 
pital, Brooklyn, N. Y. 

P.M.—22. “Twenty-six Years Experience With The Injection Treatment of 
Hemorrhoids” 

Speaker: ManueL G. SpresMan, B.S., M.D., F.I.A.P., Associate Professor of 
Proctology, Chicago, Medical School. 

P.M.—23. “The Role of the Proctologist in Cancer Control” 

Speaker: Carsar Portes, B.S., M.D., F.I.A.P., Associate Proctology, Chicago 
Medical School, Chief, Department of Proctology, Henrotin Hospital, Chi- 
cago, Ill., Department of Proctology, Columbus Hospital. 

P.M.—24. “Management of Cancers of the Anus” 

Speaker: GreorceE T. Pack, M.D., Pack Medical Group. (By invitation) and 

James Batpwin, M.D., Pack Medical Group. 
P.M.—General Discussion 
P.M.—Cocktails 


P.M. 
ANNUAL BANQUET AND Dance — The Plaza Hotel, New York, N. Y., 
By Reservation. Tickets may be obtained at the registration desk, 
or by writing to the Secretary. ; 


SUNDAY, MAY 31, 1953 


Chairman: Epcar Scott, M.D., F.I.A.P. 
9:00 A.M. 
ALL DAY: MOTION PICTURE SEMINAR 


Teaching Films depicting Surgery of the Anus, Rectum and 
Colon. Ambulatory (office) and Hospital Techniques. 
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following anorectal surgery . 


...an internal dilator action of the soft bulk stool 


6é 
preventing adhesions, stricture dnd stenosis’”’ 


Cantor' concludes—after studying 400 patients, 

equally apportioned between mineral oil and refined 
psyllium therapy—that Konsyl reduces the need for 
digital manipulation following anorectal surgery. 

The internal dilator action of the Konsyl stool provides 
this effect every day in a completely physiological 
fashion. Frequency of postoperative narrowing by 
stricture or stenosis is reduced. 

Cantor notes these additional advantages of Konsy| 
therapy. Konsyl—by leaving a clean wound area— 
accelerates healing as much as 2 to 4 weeks compared 
with patients taking mineral oil for the management of 
postoperative constipation following anorectal surgery. 
Patients find Konsyl palatable and easy to take and 
do not become habituated to its use. Its laxative 
action is dependable. 

He concludes that Konsyl ‘“‘provides a natural, 
unabsorbable bulk and lubricant with no clinical 
disadvantages. It offers many advantages over mineral 
oil and has none of mineral oil’s disadvantages.” 
Burton, Parsons & Company, Washington 9, D. C. 


Send for Samples for Clinical Appraisal 


KONSYL 


provides 100% active bulk-producing material 





1. Cantor, A. J., Am. J. Proctol. 3 :204-210, (Sept.) 1952. 
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PHOTOGRAPH BY CHARLES KERLEE 


Specifically designed for intestinal bacteriostasis 


PHTHALYLSULFATHIAZO 
onl. 8. nce of a watery diarrhea. 


ACTIONS AND USES: SULFATHALIDINE, an efficient intestinal 
antiseptic, is designed for one specific function—intestinal 
bacteriostasis. Its major antibacterial effect is confined to 
the gastrointestinal tract since only about 5 per cent of the 
drug is absorbed systemically. The low degree of absorption 
and the small dosage required means that the possibility of 
undesirable side reactions are minimal. The feces become 
soft and essentially odorless after therapeutic doses of SuL- 
FATHALIDINE. Further, SULFATHALIDINE is an effective bac- 


Indications: Preoperatively and postoperatively to control 
bacteria in intestinal surgery; also useful in the treatment of 
ulcerative colitis. 

DOSAGE: On the basis of body weight. Suggested average 
adult dosage is 8 to 12 SULFATHALIDINE tablets daily (in 
divided doses). 


SUPPLIED: 0.5 Gm. tablets in bottles of 100, 500, and 1,000. 











